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THE SUNSET YEARS AND 


As the degenerative processes gain the up- 
per hand during the last decade or two of 
life, profound changes occur in many meta- 
bolic mechanisms. The gastrointestinal tract 
for example becomes less tolerant of abuses, 
and difficulty is experienced in digesting 
some foods which formerly did not prove 
troublesome. The loss of vigor characteristic 
of senescence can easily be aggravated to a 
point of incapacitation if self-chosen eating 
habits are not altered to prevent nutritional 
deficiencies. For only by properly satisfying 
the nutritional requirements can adequate 


strength be maintained. Ovaltine is well 
tolerated by elderly persons. It supplies a 
wealth of nutrients which are readily metab- 
olized and which are frequently lacking ‘n 
the diets chosen during advanced years: bio- 
logically adequate protein, B complex vita- 
mins, minerals, and vitamins Aand D. Oval- 
tine is digested with ease, and its high con- 
tent of diastatic enzyme makes it a valuable 
aid in the digestion of starchy foods. This deli- 
cious food-drink appeals to older persons, 
hence it can be included in their diet three 
times daily without meeting with resistance. 


THE WANDER COMPANY, 360 NORTH MICHIGAN AVENUE, CHICAGO 1, ILLINOIS 


_ Three daily servings (1 2 oz.) of New Improved Ovaltine provide: 


Ovaltine 

with milk® 
VITAMINA .... 2953 I.U. 
VITAMIND .... 480 
THIAMINE .. 1.296 mg. 
RIBOFLAVIN... 
NIACIN. 


COPPER. ... 


1.278 mg. 
6.9 mg. 
5 mg. 


*Each serving made with 8 oz. of milk; based on average reported values for milk. 
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I common with thousands of other pharma- 


cists throughout the nation, Thomas Brown 
endeavors, at-all times, to render a competent 
professional service. Physicians tributary to 
his store know that so far as medication is 
concerned their responsibility ends with the 
writing of the prescription. They can safely 
leave the rest to Pharmacist Brown. 
Although Mr. Brown’s first responsibility 
is compounding prescriptions, he also per- 
forms small-scale manufacturing. Many prep- 
arations can be made advantageously in his 
own laboratory. For others, however, he must 


depend on the large manufacturers. In this 


classification are the barbiturates which re- 
quire a wide range of equipment for produc- 
tion and control. 

Eli Lilly and Company has been promi- 
nent in the study of the barbiturates and is 
responsible for ‘Amytal’ (Iso-amyl Ethyl 
Barbituric Acid, Lilly), ‘Sodium Amytal’ 
(Sodium Iso-amyl! Ethy! Barbiturate, Lilly), 
and ‘Seconal Sodium’ (Sodium Propy!l- 
methyl-carbinyl Allyl Barbiturate, Lilly), 


each a leader in its field. 


Eli Lilly and Company, Indianapolis 6, 
Indiana, U.S. A. 
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Weil's Disease 


A REPORT OF THIRTY-SEVEN CASES 


H. M. PATTERSON, M.D. 


Olaa, Hawaii 


Weil’s disease is an acute febrile illness producing 
generalized signs and symptoms, with or without clin- 
ical jaundice, caused by Leptospira icterohemorrhagiae. 
Because of common usage, the term Weil's disease 
will be used in this paper, although possibly the new- 
er term, leptospirosis, is preferable, since not nearly 
all cases show jaundice, and Weil's disease, to the 
average — suggests infectious jaundice. The 
terms infectious jaundice and spirochetal jaundice are 
even more confusing and will not be used. 


Between October 12, 1941 and November 6, 1943, 
37 proven cases of Weil’s disease were admitted to 
the Olaa Hospital. In March 1942 a preliminary re- 
port of the first case was published’. 


Most of the articles on this subject, especially the 
eatlier ones, report one or only a few cases and pro- 
ceed to summarize the literature, often, it seems, re- 
peating errors. Many articles on Weil's disease re- 
porting a larger number of cases summarize cases de- 
veloped on the services of many physicians either in 
one hospital or in scattered hospitals. A summary, 
therefore, of thirty-seven case histories from one com- 
munity, treated by one physician, in one hospital, it 
was felt, would be a contribution to the literature. 
The extensive bibliography will be omitted and refer- 
ences made only to the literature immediately concern- 
ing this presentation. 


The present study began two months before Pearl 
Harbor and has been handicapped by the events in 
Hawaii since then. Most of the time the Olaa Hos- 
pital has been without a laboratory technician and 
many of the usual procedures in the study of Weil's 
disease have been omitted; the ordinary laboratory 
work was done by the author. An attempt will be 
made to show that only a few criteria are necessary 
for the accurate diagnosis of Weil's disease, and that 
the most important single procedure is the blood 
serum agglutination test. In every case of this series, 
agglutination tests were done by J. E. Alicata, Ph.D., 
of the University of Hawaii Parasitology Laboratory, 
without whose assistance this study would have been 
impossible. 


All patients in this series were admitted to the hos- 
pital for a clinical illness and were studied for Weil's 
disease because this was suspected. The random sur- 
vey of workers made here recently for Leptospira ag- 
glutinins accounted for no patients in this series. 


INCIDENCE 
Locale. The Olaa Hospital serves the Olaa Sugar 
Company, with an average population of 5,200 for 
the past two years, and about 2,000 others in the sur- 
rounding area. A large percentage of these people re- 
ceive all their medical care at the Olaa Hospital. The 
37 patients in this report were all from the sugar 
company population, coming from several villages 
(see Table 1) as follows: 
Pahoa 
Olaa 


Kapoho 
Mountain View 


The different races figuring in this report are dis- 
tributed in about the same proportion in all the vil- 
lages except Kapoho. This village, though small, has 
more Filipinos, and 2 of the 4 Filipinos of this series 
were from that village. 

TABLE 1. Miscellaneous, Data on Patients with 
Weil's Disease 


MARITAL 
SEX RACE STATUS 


VILLAGE 


CASE NO. RESIDING 


OCCUPATION 


cc 
cc 


>» 


Loco. Fireman 
ce 


cc 
Grass-cutter 


Grass-cutter 
co 


» 


x 


M 
M 
» M 
M 
M 
M 
M 
M 
M 
M 
M 
M 
F 
M 
M 
M 
M 
M 
M 
M 
M 
M 
M 
M 
M 
M 
M 
M 
M 
M 
M 
M 
F 
M 
M 
M 
M 


Key to abbreviations: 
M—Male F—Female J—Japanese F:—Filipino 
P-——Portuguese S—Singie Ma— Married CC—Cane Cutter 
Occupation. Table 1 shows that 34 of our pattents 
were cane cutters; 2 were grass cutters, 1 a locomotive 
engineer, 1 a rat-catcher, and 1 a school girl. 
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ws 
19 Pahoa 
3. 30 F: Olaa 
43 P Olaa 
17 J Olaa 
6. 15 Olaa 
7; 14 ce Olaa 
8. 19- ce Olaa 
9. 17 2 Pahoa 
10. 24 cc Pahoa 
ti. 16 Pahoa 
12, 15 Ck Pahoa 
13. 12 P + Sch. Girl Olaa 
14, 16 cc Olaa 
15. 15 cc Olag 
16. 19 « CC Pahoa 
18. 14 | : Pahoa 
20. apoho 
at. 18 
22. 25 Pahoa 
23. 17 Mt. View 
24. 19 Kapoho 
F; w Ratman Kapoho 
6. 19 cc Mt. View 
27. 18. cc Mt. View 
28. Pahoa 
29. 15 cc Mt. View 
30. 19 cc Pahoa 
51. 16° Olaa 
32. 41» cc Pahoa 
33. 43. Pahoa 
34. 18: x. Pahoa 
35. 19 cc Pahoa 
36. 35 » 
37. 20 - cc Pahoa 
|| 
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The records of the sugar company showed total 
employees as of September 1, 1943 to be 2,014. Of 
these, 104 were employees paid on a monthly basis 
and 1,806 were hired on a daily basis. Thirty-five 
patients in our series came from this latter group of 
daily laborers, and only 1 from the regular monthly 
employees, this single case being a locomotive fireman 
who, according to his history, was exposed to all the 
hazards of the cane cutter. The remaining case was 
the daughter of an employee. 


Sex. The total of 2,014 employees of the sugar 
company, classified as to sex, showed 1,686 males, 
129 females and 199 younger workers between 14 
and 16 years of age, with about an equal number of 
each sex. 


All of our cases but 2 occurred in male workers, 
the school girl and one female cane-cutter repre- 
senting the only female patients. 


Six of the male eee and 1 of the female pa- 
tients, were married. 


Nationality. According to the records of the sugar 
company, the 1,585 male day laborers were divided 
according to race as follows: 

755 Filipino 
659 Japanese 
95 Portuguese 
76 others 

Divided as to race, our series showed 31 Japanese, 
4 Filipino and 2 Portuguese. 


The sugar company’s records show that 54.2 per 
cent of cane-cutters are Filipinos and only 45.8 per 
cent are Japanese. 


Age. Age range in our series was from 12 to 53, 
divided as follows: 
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25 patients below 20 years 
5 patients between 20 and 30 
2 patients between 30 and 40 
4 patients between 40 and 50 
1 patient was 53 


Of the 25 patients in our series who were 20 years 
of age and below, 24 were Japanese. This is account- 
ed for by the fact that most of the young workers 
are Japanese. Since 1932 there has been no importa 
tion of Filipino labor to this plantation and since 
most of the Filipinos are unmarried, there have been 
few new employees added from that race. 


General Considerations. Observation of the wearing 
apparel of the different races and the manner in which 
they performed the same work failed to reveal any 
remarkable difference. 


Rainfall. Table 2 shows the rainfall by months in 
the villages and the number of cases of Weil’s disease 
marked before the month in which the illness oc- 
curred. This table fails to explain the distribution of 
cases between the districts or within any district on 
a rainfall basis. In general it is wet in all parts of the 
district most of the time. 


According to all the factors enumerated above, it 
would seem that place of residence and rainfall have 
no influence on the incidence of the disease; that the 
incidence among females was negligible; that the dis- 
ease occurred predominantly among males, and par- 
ticularly among males employed as field laborers; 
that over 83 per cent of the patients were Japanese; 
that 71 per cent of the patients were under 20 years 
of age and of that group all but 1 were Japanese. 


We do not believe that the high incidence among 
Japanese is the important factor, but rather that the 
answer lies in the age factor. We believe that the 


TABLE 2. Rainfall Records During Period of This Study 


VILLAGE WITH POPULATION: 


OLAA 
Pop. 2539 


MT. VIEW POHOA 
Pop. 790 


KAPOHO 


Pop. 809 Pop. 463 


CASES INCHES OF 
WEIL’S RAINFALL 


CASES 
MONTH 


WEIL’S 


INCHES OF 
RAINFALL 


CASES 
WEIL’S 


INCHES OF 
RAINFALL 


CASES INCHES OF 
WEIL’S RAINFALL 


1 
1 


8. x 
ober 13.60 13.89 10.87 7.59 
November 6.06 9.80 1 8.21 9.14 
December 9.31 11.16 1 14.44 13.39 
1943 January 14.22 1 16.76 17.73 1 16.96 
February 10.70 14.53 9.70 5.98 
March 13.24 14.46 10.13 11.62 
April 8.20 12.43 8.8 7.02 
ay 9.73 12.03 14,22 1 8.81 
une 15.60 1 20.55 14.41 11.20 
uly 1 12.64 2 24.57 4 12.06 8.24 
A 8.92 7.0 
September 6.92 3.8 
ober 3.44 
November 3.87 
December 13.40 
Totals 10 330.30 


( 
t 


( 
I 
t 
I 
t 
t 
| 
1941 October 31.48 35.03 | 32.33 20.27 ; 
November 1 10.92 12.84 10.51 11.18 
- December 1 12.37 19.09 12.70 4.86 
1942 anuary 1.01 
—, 8.22 7.53 7.50 3.57 2 
March 4 53.12 57.56 1 45.90 24.57 
April 2 15.30 23.46 3 12.24 3.42 ; 
ay 1 9.83 14.56 i 8.81 7.72 
une 10.29 12.23 1 10.15 7.61 é 
§ 
] 
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older workers are now largely immune to Weil's di- 
sease by reason of having had the disease in the past. 
J. E. Alicata has been conducting a survey during the 
past year in an attempt to determine this fact by testing 
the serum of large numbers of workers for Leptospira 
agglutinins. The results of this survey are yet to be 

ublished. It is known that many patients maintain 
high titre of agglutinins for Leptospira for many 
years after the illness, though in some the titre quick- 
ly diminishes. Though one would expect the titre to 
be a measure of immunity, this is not necessarily so. 
The present incidence of the disease here leads us 
to believe that most of the older field workers are im- 
mune to the disease even though some of them may 
show no agglutinins. 


It is interesting to note that young white mice and 
young guinea pigs have been found repeatedly to be 
the most reliable laboratory animals to use in studying 
Weil’s disease, and here in our series we have found 
the disease principally in the young human. . 


MobDE OF ENTRY 


Various suggestions have been made as to the mode 
of human infection in ‘Weil’s disease. The leptospira 
may be demonstrated in the urine of some recovered 
patients nine or more weeks after the onset. Since no 
regulations exist requiring isolation, the convalescent 
patient and the recovered patient are allowed to scat- 
ter the leptospira anywhere. It is no wonder that 
many animals, such as cats, pigs, dogs, rats and mon- 
gooses, have been demonstrated to have the disease. 
The latter three animals have been shown in Hawaii 
to harbor the leptospira. 


All the patients of this series were questioned about 


their habits and environment. The results are shown 
in Table 3. 


TABLE 3. Information on Habits and Environment 
of Patients 


QUESTIONS 


ANSWERS 
YES NO 


Weit's DISEASE 


workers chew cane either at work or coming from 
work. Though the inside of the stalk of cane is the 
part chewed, the man either cuts off the covering with 
his contaminated cane knife or tears off the covering 
with his teeth, exposing his lips and buccal cavity to 
the outside of the cane stalk and often scratching 
and traumatizing his lips or gums. Though it is cer- 
tainly possible, I do not feel that the chewing of 
sugar cane accounts for the mode of entry. 


In all parts of the district mongooses are present 
in large numbers and these eat rats which are present 
in even larger numbers. The sugar cane largely lies 
along the ground when it is ready for harvesting. The 
cane cutter cuts the cane and usually piles it up, and 
it is quite possible that the leptospira enters the body 
through scratches on the hands, forearms, neck or 
face, or the worker may get the organisms into his 
eyes or mouth while wiping sweat away or eating 
lunch with contaminated hands. The trousers and 
shoes of the worker are usually so arranged that his 
feet stay dry, but in some cases he works with wet feet 
all day, and the leptospira may enter his body through 
cracks between the toes. As will be discussed below, 
an early sign and one always present is a marked con- 
junctivitis and scleritis. I believe that the leptospira 
usually enters the body through the conjunctiva. The 
next most likely portals of entry are scratches on the 
body, and the least likely portal is the mouth. 


HIsTORY AND SYMPTOMS BEFORE ADMISSION 
To THE HOsPITAL 


Twelve patients were admitted on the first day of 
illness,’ one on the tenth day, and the average were ill 
three and one-fourth days before admission. The first 
symptom in 18 patients was headache; in 34 patients 
headache was a symptom at some time before admis- 
sion and in 2 others the eyeballs were sore. The 
headache was general in 18 patients and frontal in 
13. Six patients first complained of chills, 3 of mal- 


TABLE 4. Symptoms Complained of Prior to Admission 
or at Onset of Illness 


. While working do you drink water from open ditch- 
es, barrels, fumes or any source other than water 


furnished by the Sugar Co.? 5 32 
2. Is your water system at home accessible to rats? 

(Open tank, etc.) 1 16 
3. Do you see or hear rats around your home?.............- 28 9 
4. Do you chew raw sugar cane? 27 10 
5. Do you go barefooted at home?...................-.-:s-ssces-0+ 21 16 
6. Do you have a dog? 7 30 
7. Do you have a cat? 20 17 
8. Do you have other animals such as pigs and rabbits? 8 29 


The answers to questions (1) and (2) would sug- 
gest that the drinking of contaminated water is not 
the mode of entry in our cases. Going barefooted 
around premises contaminated with rat urine may be 
a factor. The presence of animals about the premises 
does not seem to be the answer. 


The chewing of raw sugar cane may be a factor. 
Inquiries show that the older Filipino men chew cane 
more often than other older men but most young 


215 


AT ONSET 
headache 
6: chills 
3: malaise 
2: sore eyeballs 
2: backache 
2: pain in calves 
1: giant urticaria 
1: nausea 
1: dizziness 
1: fever 


BEFORE ADMISSION 
37: general malaise 
37: anorexia 


34: headache 
16: painful calves 


2: diarrhea 


= 
4 
rs 
t- 
ts 
a 
ce 
1g 
ch 
ny 
in 
se 
OC- 
of 
on 
‘he 
it 
ave 
the 
lis- 
ong 
the 
the 
dizziness 
mmm 5: nausea 
mm 5: coryza, mild 
5: sore or red eyes 
@ 2: constipation 
™ 2: epigastric pain 
™ 2: tinnitus 
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aise, 2 of soreness of eyeballs, 2 of backache, 2 of 
pains in calf muscles, one-of giant urticaria, one of 
nausea, one of dizziness and one of fever. All pa- 
tients upon admission complained of generalized ma- 
laise and loss of appetite. At some time before ad- 
mission 19 patients had chills and 16 had more pain 
in calf muscles than in other muscles of the body. Be- 
fore admission 13 patients vomited, 5 were nauseated, 
2 had diarrhea, 2 were constipated, 2 had epigastric 
pain, 5 had mild symptoms referable to the upper 
respiratory tract, 8 had dizziness, 2 had ringing in the 
ears and 5 complained of pain, redness or soreness of 
the eyes. 
PosITIVE PHysiCAL FINDINGS UPON ADMISSION 


Every patient in this series had suggestive eye signs 


upon admission. The literature mentions a conjuncti- 
vitis as occurring in Weil’s disease. There is more to 
the picture than this; there is conjunctivitis and scleri- 
tis. The writer has seen the same condition in no 
other disease. The eyes are lusterless, varying from 
pink to red and appearing soiled. There are conglom- 
erations of tortuous vessels throughout the conjunctiva 
and sclera, these vessels appearing larger, more en- 
gorged and more cyanotic than normal. Light hurts 
the eyes, but in only 2 patients were the a ten- 
der to pressure. There is no discharge and no abnor- 
mal secretion. These eye signs are so marked and so 
unlike any seen in other conditions that to the writer 
they are the most important nag sign and dis- 
tinguish Weil’s disease from influenza. Dr. T. Keay 
first called my attention to these signs over two years 
ago and recently he has discussed them in a paper on 
this disease.? 


TABLE 5. Physical Signs Present Upon Admission 


37: scleritis & conjunctivitis 
36: muscular weakness 
30: muscular tenderness 

22: prostrating weakness 

Gu §=1(): calf muscles tenderer than others 

7: jaundice 

™™ 3: hypotonic muscles 

2: dehydration 

® 1: joint tenderness 

® 1: deep epigastric tenderness 


1: injected ear drums 
1: flushed face 
1: delirium 


All the patients were listless and looked sick. Thir- 
ty-six had generalized muscular weakness and in 22 
this was so severe the patient could not walk or did 
so with great difficulty. Thirty patients showed gener- 
alized muscular tenderness, in 10 of these the calf 
muscles were more tender than the rest of the body 
and in one the intercostal muscles were more tender. 


Jaundice was present upon admission in the skin 
and sclerae of 7 patients, graded moderate in 1 and 
mild in 6. The only other pertinent findings — 
admission were giant urticaria in one patient, flabby 
muscles in 3 patients, tenderness in joints in 1, deep 
epigastric tenderness in 1 patient, dehydration of skin 
and tissues in 2 patients, injection of both ear drums 
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in 1 patient,flushing of face in 1 patient and delirium 
in 1 patient. 


SyMPTOMS WHILE IN THE HosPITAL 


All patients had generalized malaise and 36 had 
aches and pains and weakness of the muscles on at 
least the first hospital day. Thirty-two had headache, 

7 were constipated to a degree requiring enemas or 
mild laxatives, 1 had diarrhea, 3 were nauseated, 2 
had sore throat, 6 had epigastric pain, 2 had very 


TABLE 6. Symptoms Complained of During Hospitalization 


37: general malaise 
36: aches & pains 
36: weakness 
32: headache 
7: severe constipation 
6: epigastric pain 
mm 3: nausea 

3: dizziness 
™ 2: sore throat 
™ 2: painful neck muscles 
™ 2: severe headache 
. 


ee te neck muscles, 3 had dizziness, 2 had severe 
eadache, 2 had cough and one of these had pain in 
the sternal area of the chest. 


PosiTIVE PHysICAL SIGNS WHILE IN HospPITAL 


All patients showed the conjunctivitis and scleritis 
referred to previously. While only 7 patients had 
jaundice of Kin and sclerae upon admission, 9 others, 
or a total of 16, had jaundice while in the hospital. 
This jaundice was of the sclerae alone in 2 cases, the 
sclerae and palms alone in 2 cases, and in the other 
12 cases it was of the sclerae and the skin generally. 
The jaundice was graded mild in 8 cases, moderate in 
4 cases and very deep in 4 cases. Of the 7 patients 
who had jaundice upon admission only 2 showed 
deepening of the jaundice in the hospital. This inci- 


TABLE 7. Physical Signs Noted During Hospitalization 


" 37: scleritis & conjunctivitis 
16: jaundice 
nosebl 

au 5: liver enlargement 
mmm 35: petechial eruption 

: spleen enlargement 

: acholic stools 

: gastrointestinal bleeding 
urticaria 

: cardiac embarrassment 

: eyelid edema 


me NNNIv 


dence of jaundice is most important, occurring in this 
series in only 43 per cent of the cases. 


The liver and spleen were both enlarged in 2 cases 
and the liver alone in 3 cases. There were nose bleeds 
in only 9 cases, mild in 3 cases, moderate in 3 cases, 
and so severe in 3 cases as to require packing and 
other measures. One patient had blood streaked mu- 
cous expectoration associated with dirty, dry, coated 
teeth and gums and no pulmonary signs or symptoms. 
Two of the patients who had severe nose bleeds als0 
had bleeding from the lips, gums, and mucous mem: 
branes of the mouth, and vomited dark blood in copi- 
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ous amounts and passed both dark and bright blood 
in bowel movements. These 2 patients also had abdo- 
minal rigidity and distention and these, together with 
one other with mild jaundice, had a generalized pete- 
chial rash as the jaundice began to clear. Aside from 
this rash in 3 cases, no rash was found. One patient 
had edema of the eye lids, 2 had generalized urti- 
caria, 2 had such severe conjunctivitis and scleritis 
that these conditions had to be treated, one had signs 
of mild heart failure and was given digitalis, and one 
had inguinal adenitis. 


In only 2 cases were clay-colored stools noted and 
these for only two days. The color of the stools was 
normal otherwise except in those cases with blood in 
the stools. 


One of the most constant and important features 
of the disease was weight loss. Thirty-five patients 
were weighed upon leaving the hospital or when they 
definitely began to improve. One very severely ill pa- 
tient whose usual weight was 130 pounds weighed 
only 95 pounds nineteen days after the onset of his 
illness and eighteen days after admission. Ten pa- 
tients lost over 15 pounds. The weight loss varied 
from 35 pounds to 2 pounds with the average being 
11.6 pounds. 


TEMPERATURE, PULSE AND RESPIRATIONS 
IN THE HosPITAL 


In only 3 of the cases was the temperature normal 
or below upon admission. The highest admission 
temperature was 104.2 F. and the average admission 
temperature was 101 F. The temperature reached its 
highest point on the day of admission in 22 cases and 
in one case on the seventh day, the highest fever be- 
ing recorded on the average after 1.9 days in the 
hospital. 


In one patient the temperature only reached 100.2 
F. at its peak while all the other patients had higher 
peak temperatures than this, the highest being 104.4 
F. and the average 102.8 F. The temperature reached 
normal for the first time-on the second day in 10 pa- 
tients and on the eleventh day in 1 patient. The tem- 
perature remained normal in the earliest case on the 
second day and in the latest case on the thirty-first 
day. In 35 patients the temperature was of the up 
and down variety and in the other two it dropped 
abruptly. In no patient was there a secondary rise in 
temperature after a day or more of normal tempera- 
ture. In nearly every patient the temperature rise was 
out of proportion to the rise in pulse rate. 


The pulse rate upon admission was below 80 per 
minute in only 2 patients, the highest rate being 124. 
The average pulse rate was 91. In only 3 patients was 
there a rise in the pulse rate in the hospital; one of 
these had pulse of 64 on admission which rose to 96 
on the same day. 


The respiratory rate ranged from 20 to 26 per min- 
ute, the average being 22. 


WEIL’s DISEASE 


LABORATORY FINDINGS 


All the laboratory work that time and personnel 
would allow was done. We did no Van den Bergh 
tests, no icterus indices, no complicated tests for bile 
in the urine, no blood non-protein nitrogen determi- 
nations and other procedures usually reported in a 
study of Weil’s disease. At first we inoculated guinea 
pigs with blood and urine, but we soon discontinued 
this because of the difficulty in transporting these to 
the Board of Health laboratory and going there for 
autopsies, and because of the scarcity of guinea pigs. 
Of more importance were the arrangements for hav- 
ing blood serum agglutination tests done by Dr. J. E. 
Alicata, which we consider more reliable. 


In October 1942 the author wrote Dr. Karl F. 
Meyer, of the University of California, regarding la- 
boratory procedures in Weil's disease. Dr. Meyer's 
communication* covers this phase of the subject so 
completely that, with his permission, we quote him di- 
rectly as follows: 


A serum reacting with L. icterohemorrhagiae in a 
dilution 1:300 on the sixth to eighth day of disease 
is diagnostically significant. However, another sam- 
ple should be tested on the twentieth day. If that 
patient has passed through an active infection the titer 
will then show a definite rise. In regions where 
leptospiroses are by no means rare, latent infections, 
as indicated by a prolonged persistence of an aggluti- 
nation titer of 1:300, are by no means uncommon. A 
titer of 1:300 with a clinical historv of leptospirosis 
is diagnostically significant for leptospirosis, or Weil's 
disease. A titer of 1:30 may be noted in normal and 
non-infected persons or it may be seen on the fifth or 
sixth day of the illness. Re-tests on the fifteenth day 
or later are necessary. 


The guinea pig tests are not very reliable. Many 
of the leptospira only infect very young guinea pigs 
and fatal infections are rarely observed. These ro- 
dents must be carefully examined daily beginning the 
fifth day after injection of blood or urine, particularly 
the latter. The peritoneal fluid must be studied and 
searched for leptospira in the dark field. When de- 
monstrable, another guinea pig must be inoculated 
and even a third passage may be necessary before fatal 
infections are produced. Young mice are sometimes 
more susceptible than guinea pigs. Cultures should be 
prepared from the peritoneal exudate of the injected 
guinea pigs. One should not depend on the death of 
the guinea pig. The text book descriptions are not 
very clear about these diagnostic tests. 


It is important to remember that the blood rarely 
contains leptospira in demonstrable numbers when 
the patient has clinical icteric Weil's disease or when 
the blood serum is rich in lysins in the concentration 
of approximately 1:10,000 (agglutination 1:30,000). 
In cases of this sort the serum test is the only test 
which will settle the diagnosis. You are absolutely 
correct when you designate a case with a titer of 
1:30,000 on the fifteenth to twentieth day of illness 
as one of leptospirosis. To search the urine for lepto- 
spira is not an easy task—the organisms are shed ir- 
regularly. If the urine is acid the parasites are readily 
destroyed. As a rule they are numerous only after the 
fifteenth day. Again, as in the examination of the 
blood, I prefer cultivation in Schuffner’s medium in- 
stead of inoculation of guinea pigs. Cultures must be 
made with catheterized urines, centrifugalized and 
promptly cultured, preferably near the bedside. 
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The cases of conjunctival hyperemia and scleral 


injection with profound malaise, without jaundice, are 
so-called an-icteric leptospira infections with pyrexia, 
never developing any jaundice. These so-called mild 
infections are frequently due to leptospira of low 
pathogenicity causing very little hepatic damage. In 
order to diagnose such infections correctly it is im- 
portant to collect a specimen of the serum during the 
acute phase and then a secondary one during the con- 
valescent phase of the disease. A definite rise in the 
titer proves beyond a doubt that the illness was 
caused by a mild attack of Weil’s disease. If no rise 
is demonstrable then the agglutinins are merely re- 
siduals of a previous mild or even latent infection. 
One should never depend on one serum test alone. 
Needless to emphasize, when the guinea pig test is 
positive an active infection is present irrespective of 
the agglutination titer. A titer of 1:300 on the fifth 
(?) and again on the twentieth (?) day merely indi- 
cates that the patient has in the past had some expe- 
rience with leptospira and that the present illness is 
due to some other factor or factors. 


Before receipt of this communication from Meyer? 
we were attempting to do guinea pig inoculations with 
TABLE 8. Miscellaneous Laboratory Procedures Done 
in Early Cases in the Series 


CASE 
NO. PROCEDURES 


FINDINGS 


1. Blood injected into perito- 
neal cavity of G-pig on 6th 
day of illness. 

Urine injected into perito- 
neal cavity of G-pig on 6th 
day of illness. 


2. Blood injected into G-pig 
on 6th day of illness. 


Urine injected into G-pig 
on 6th day of illness. 


3. Blood and urine injected 
into G-pig on 8th day of 
illness. 

4. Blood injected into G-pig 
on 11th day of illness. 
Urine injected into G-pig 
on 10th day of illness. 

5. Blood injected into G-pig 
on 8th day of illness. 
Urine injected into G-pig 
on 8th day of illness. 


Urine injected into G-pig 
15th day of illness. 

7. Blood injected into G-pig 
on 7th day of illness. 
Urine injected into G-pig 
on 7th day of illness. 


10. Darkfield exam. of blood on 
6th day of illness. 
Darkfield exam. of urine on 
1ith day of illness. 

19. Blood injected into G-pig 
on 10th day of illness. 
Urine injected into G-pig 
on 10th day of illness. 


G-Pig. died on ilth day. No 
—_ ice or hemorrhages and no 
eptospira found. 

G-pig died on 13th day. General- 
ized jaundice and hemorrhages. 
Leptospira found in liver and 
kidneys. 

G-pig died on 6th day. General- 


ized hemorrhages and jaundice. 
No leptospira found. 


G-pig killed on 14th day. No ab- 
normal findings. 

G-pig died on 12th day of gen- 
jaundice and 
es. No leptospira found. 

G-pig died in 4 days. Nothing 
abnormal found. 

G-pig died in 7 days. Nothing 
abnormal found. 

G-pig killed in 20 days. No ab- 
normal findings. 

G-pig died in 14 days of gen- 
eralized jaundice and hemor- 
hages. Leptospira found in kid- 
ney juices and demonstrated by 
darkfield examination. 

G-pig killed in 14 days. Noth- 
ing abnormal found. 

G-pig killed in 10 days. Noth- 
ing abnormal found. 

G-pig died in 9 days. General- 
ized jaundice and hemorrhages. 
Leptospira demonstrated by dark- 
field exam. of kidney and lung 
juices and by stained smear of 
same, 


Leptospira demonstrated. 


Leptospira demonstrated. 


G-pig killed in 17 days. Nothing 
abnormal found. 
G-pig killed in 17 days. Nothing 
abnormal found. 


serum from our sickest patients. The results are 
shown in Table 8. Thereafter we stopped using gui- 
nea pigs and depended upon blood serum agglutima- 
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tion tests. The results of these tests are shown in 
Table 9. Some of the earlier agglutination tests were 
done several weeks after the clinical illness was over. 
In most of these cases there were other corroborating 
tests as shown in Table 8. In all of them the serum 
titre was moderately high. Later we attempted to se- 
cure a serum titre early in the disease and one later on 
and Table 9 shows the trend as this series of cases 


developed. 


TABLE 9. Blood Serum Agglutination Tests for Leptospira 


CASE CASE 
NO. SERUM AGGLUTINATION NO. SERUM AGGLUTINATION 
DAYS AFTER DAYS AFTER 
ONSET OF ONSET OF 

ILLNESS TITRE ILLNESS TITRE 

1. 86 1:10,000 23. 5 1:1,000 
2. 74 1:10,000 64 1:10,000 
3. 10 1:30,000 24. 8 1:10,000 

4. 40 1:3,000,000 25. 9 1:3,000 
3. 6 1:3,000 22 1:30,000 
13 1:30,000 26. 3 negative 
6. 9 1:10,000 11 1:30,000 
20 1:30,000 27 12 1: 10,000 
8. 16 1:30,000 28 2 negative 

9. 21 1:30,000 7 1 
10. 9 1:1,000 14 1:30,000 
11. 13 1:300 29 6 1:10,000 
12. 37 1:1,000 30 3 negative 
13. 10 1:1,000 19 730,000 
14. 6 1:100 31 3 negative 
25 1:300 22 1:30,000 
15. 70 1:3,000 32 6 negative 
16. 8 1:300 10 1:30,000 
65 1:30,000 33 6 negative 
17. 13 negative 11 1:10,000 
360 1:1,000 34. 7 1:100 

18. 22 1:1,000 12 1:30,000 
19. 18 1:1,000 35 4 negative 
20. 127 1:3,000 9 1:10,000 
at. 2 negative 36. 6 negative 
14 1:300 16 1:10,000 
22. 4 negative 37. 7 negative 
18 1:3,000 17 1:10,000 


Every patient in this series had clinical signs and 
symptoms that suggested Weil’s disease. Thirty-four 
of 37 cases showed a positive leptospira agglutination 
of 1:1000 or over, with only 3 cases showing a titre 
of only 1:300 and 2 of these showed a titre rising 
from 1:100 to 1:300 and negative to 1:300, re- 
spectively, during their clinical illness. Of the entire 
series 17 cases showed a rising titre; 2 were repeated, 
but each time showed the same titre, 1:10,000; 1 
showed a titre of 1:30,000 on two occasions and 17 
did not have the titre repeated during the illness or 
for many months thereafter. 


While blood cell counts were done on 36 patients. 
In one patient the highest white count obtained was 
$,000 while in another the highest count was 24,100. 
Three patients had counts above 21,000. The average 
maximum white count was 11,920. Of the 16 patients 
who showed jaundice the average white count was 
12,740. 


Red blood cell counts were done in 31 patients. 
The lowest count in one patient was 2,010,000 and 
the lowest in another patient was 5,450,000. The 
average minimum was 3,571,000. In 15 of the 16 
patients who showed jaundice, the average red blood 
count was 3,032,000. Hemoglobin determinations 
were done in 29 cases, the lowest in 3 cases being 50 
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r cent and the lowest in 1 case being 85 per cent. 
Phe average minimum was 65 per cent. In 15 of the 
16 patients who showed jaundice, the average hemo- 
globin was 64 per cent. 


The urine was examined in 36 patients. Seven 
showed no albumin, 13 were graded slight, 1 was 
graded one plus, 10 were graded two plus, 3 were 
graded three plus and 2 were graded four plus. Of 
the 16 patients of the series who had jaundice 12 
showed albumin graded two plus or over and only 4 
showed albumin graded slight. Fifteen patients 
showed white blood cells or clumps of pus cells in the 
urine with 5 of these same patients showing epithelial 
cells and one showing red blood cells. In addition, 2 
other patients showed red blood cells in the urine and 
one other showed epithelial cells. Thus, of 36 pa- 
tients with urine examinations, exactly one-half or 18 
showed white cells, pus cells, red blood cells or epi- 
thelial cells. Of these 18 patients, 11 had jaundice. 
Only one patient showed casts. This patient had mild 
jaundice with two plus albumin in the urine which 
repeatedly was loaded with hyaline and cellular casts. 


TREATMENT 


Of the first 6 patients in this series, 5 were given 
courses of sulfathiazole. This was before the syn- 
drome became clear to us. The results in these pa- 
tients made us feel that sulfathiazole did not alter 
the course of the disease at all. Consequently in only 
3 of the subsequent 31 patients was sulfathiazole 
given, and in one patient sulfadiazine. These drugs 
were given in 71/, to 15 grain (0.5 to 1 gram) doses 
at four- to six-hour intervals according to the weight 
of the patient. 


As we grew more experienced in the handling of 
these patients we decided that the treatment depend- 
ed entirely on the severity of the signs and symptoms 
which develo Twenty-three patients required 
analgesics because of headaches, backaches and gen- 
eralized pains, 1 patient required digitalis for cardiac 
embarrassment, a laxative was given to 2 patients and 
enemas were used freely for constipation in 17 pa- 
tients. Those patients with nose bleeds required treat- 
ment ranging from ice compresses to post-nasal packs. 
Because of the almost constant anemia, ferrous sul- 
fate, hematinic plastules, liver and iron compounds 
were used freely. Three patients were given medica- 
tion to decrease cough and 2 patients were given local 
treatment for severe conjunctivitis and scleritis. Two 
patients were given suprarenin and local treatment for 
urticaria. Four patients had vomiting of such persis 
tence that intravenous injections of 5 per cent and 10 
per cent glucose were given. Calcium intravenously 
was given to one patient with persistent bleeding. Vi- 
tamins C and B complex in large doses were used at 
first and as we saw the great loss in body weight we 
decided to give large doses of multiple vitamins (five 
or more). Vitamin K was given by mouth and intra- 
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muscularly in certain of the jaundiced patients and in 
all of those with hemorrhage. 


The second patient of the series was the sickest 
and was given three blood transfusions. Attempts. 
were made to secure donors from other districts who 
had previously had Weil's disease. These attempts 
failed, so whole citrated blood from compatible don- 
ors was used. Improvement was promptly noted but 
it was slow. At this stage it was decided that every 
attempt should be made in the future to have blood 
from recovered cases of Weil’s disease available for 
severely ill patients. ee all patients in this 
series have been typed and all have negative Kahn 
tests. A list of these donors is now always at hand in 
case of need. Because of the severity of the illness in 
the second patient, it was decided to reserve blood 
transfusions from previous cases of Weil’s disease for 
the severely ill patients of the future, hence no such 
transfusion was given until the twenty-eighth patient 
was admitted. This was the patient referred to above 
who lost twenty-five pounds during his illness. Im- 
provement was so marked after one transfusion of 
500 cc. of citrated whole blood from a patient ill with 
Weil's disease fifteen months before, that no further 
transfusions were felt to be required. At the present 
time our donor list is so large, and we feel that the 
value of whole blood transfusions from recovered pa- 
tients is so great, we plan to give such transfusions 
to all patients in the future suspected of having Weil's 
disease whether they are jaundiced or not. 


Much is written of developing a serum or obtaining 
serum from biological houses for the treatment of 
this disease. These patients not only need convalescent 
serum but they need red blood cells and all the con- 
stituents of whole blood. We repeat, we feel the prin- 
cipal treatment should consist of whole blood transfu- 
sions from recovered cases. In the future our treat- 
ment regimen will be as follows as soon as a patient 
is suspected of having Weil's disease with or without 
jaundice: 

1. Whole blood transfusions from donors recovered from 
Weil's disease. 

2. Good nursing care. These patients should have the 
same nursing procedures that are given to patients with 


typhoid fever, including back rubs, oral hygiene, large 
amounts of liquids and encouragement. 


3. A light, high-carbohydrate and high-protein diet with 
liver in large amounts. ; 


4. Poly-vitamin preparations in liberal doses. 


5. Vitamin K by mouth, and if jaundice develops, vitamin 
K by muscle, and if hemorrhage develops, more vita- 
min K by muscle. 

6. Ferrous sulfate by mouth. 


7. Five per cent glucose in Ringer's solution intravenously, 
if vomiting persists for over six hours. 


8. Analgesics, usually acetylsalicyclic acid, for aches and 
pains, as required. 


9. Enemas and mild laxatives, if required, for constipa- 
tion. 
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10. Bed pans, urinals and linen to be sterilized. 


11. Because the leptospira does poorly in acid urines, medi- 
cation will be given during hospital stay and conva- 
lescent period to insure urine acidity. 


. Occasional special signs and symptoms to be given suit- 
able treatment. 


. During the convalescent period a high-caloric, rein- 
forced diet to be given and light work to be allowed un- 
til all weight loss is made up. 


PERIOD OF HOSPITALIZATION 


Fourteen of the 37 patients were in the hospital 
over 14 days and 5 over 20 days. The shortest period 
of hospitalization was 3 days, the longest 37 days, and 
the average was 10 days. 


PERIOD OF DISABILITY 


We find upon checking the turn-out records in the 
sugar company that the number of days in the hospital 
is not nearly the whole picture. 


Eighteen of the patients who were regular full-time 
employees of the company for four months before and 
for four months after the onset of their illness, 
showed 1,3851/, work days for the four months be- 
fore their illness and a total of 771 work days for the 
four months after recovery, or a total of 6141/, days 
lost by 18 men. Two of these patients showed poorer 
work records for the entire year following illness and 
then began to turn out about as before. 


The remaining 19 patients are made up of various 
categories of workers; 1 was not employed; 6 were 
employed in the young peoples’ Victory Corps and 
worked only on week-ends; 6 had been employed less 
than four months before they became ill; 2 left our 
employment less than four months after their illness 
began, 4 became ill less than four months before this 
paper was written, and 2 were occasional workers. 
The total work days before and after illness developed 
for this variously classified group are as follows, using 
the same number of days on the payroll before and 
after onset of illness: total days of work before onset 
of illness 5881/,; total days of work after onset of 
illness 2671/,, or a total of 3091/ lost days of work. 


From these figures it can be seen that the actual 
number of lost man days by the 36 patients has been 
924; in no case were turn-out figures used going far- 
ther than four months before and four months after 
the onset of illness. 


COMPLICATIONS AND SEQUELAE 


All the patients in this series have been under the 
close supervision of one physician during their illness 
and two months to two years thereafter. The only 
complications or sequelae other than those mentioned 
under “Physical Signs While in Hospital” and ‘‘Pe- 
riod of Disability’ which occurred were signs and 
symptoms referable to the eyes in five cases. 
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Case 4 complained of dimness of vision one month 
after discharge from the hospital. Repeated examina- 
tions during the following year showed his eyes and 
visual tests to be normal for a man of 43. Case 16 de. 
veloped a uveitis seventeen months after discharge ; he 
was found to have several infected teeth. He recov. 
ered following their correction. Case 27 developed 
uveitis two weeks after discharge and was found to 
have advanced sinus disease. Case 30 developed an 
iritis two weeks after discharge. He was found to 
have a purulent antrum and has responded to cor. 
rective treatment. These four cases were examined 
by Dr. H. H. Crawford, of Hilo, who in a personal 
communication* has furnished a report of his find. 
ings. 


Case 33 complained of dimness of vision for three 
weeks after discharge from the hospital. Examina. 
tion one month after discharge showed normal te- 
sponse to visual tests and no abnormal eye findings. 
This patient was 43 years of age. J 


In the five patients where complicating signs and 
symptoms developed none could definitely be blamed 
upon the previous illness from Weil’s disease. How- 
ever, it is probable that Weil’s disease precipitated the 
complication in all except Case 16 whose complicating 
uveitis occurred seventeen months after recovery from 
Weil's disease. 


MORTALITY AND PATHOLOGY 


There were no deaths in this series, consequently 
the pathology will not be discussed. 


COMMENTS 


Except for the 12-year-old girl, all-patients in this 
series were workers concerned directly with the han- 
dling of sugar cane before it reached the sugar fac- 
tory. Weil's disease would appear then to be essen- 
tially an occupational disease in this area. The long 
period of convalescence may cause the patient to be a 
poor worker for a year after his illness which an in- 
dustry hard pressed for labor can ill afford. 


The theory is advanced that the relatively high inci- 
dence of Weil’s disease in the young Japanese in this 
area is due to the fact that most of the new cane cut- 
ters come from this group, while most of the other 
field workers have probably had the disease in the past 
and are immune. 


There have been no proper efforts in the Terti- 
tory to prevent the dissemination of the leptospira in 
the urine of the convalescent patient. At least the 
urine should be kept thoroughly acid for many weeks 
after the development of the disease. 


Table 2 shows that the distribution of cases cannot 
be explained on the basis of rainfall. An interesting 
point brought out by this table, however, is that the 
cases occurred as a group in one village, then as 4 
group in another village. This is more clearly shown 
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in Table 1 in the column showing the village of resi- 
dence. It is possible that the leptospira is more viru- 
lent at certain times or in certain plots. 


Support for the theory that the mode of entry of the 
leptospira in the human is through the conjunctiva 
has been advanced. The leptospira withstands an acid 
reaction poorly and the upper intestinal tract is usually 
acid, even the saliva having a pH of about 6.9. The 
pH of the conjunctival fluid is about 7.2, or on the 
alkaline side, which fact, along with the exposure of 
the conjunctiva and the outstanding eye signs early in 
the disease, suggests this as the mode of erftry. 


We do not agree with the literature that the diagno- 
sis of Weil’s disease should be difficult, nor do we feel 
that it should be confused with early pneumonia. We 
have not found a high incidence of gastro-intestinal 
symptoms. In the two patients of our series who had 
an abdominal crisis it was to be expected because of 
their severe illness. Likewise the delirium of one of 
these patients could be a and it in no way sug- 
gested that he had a different clinical type (menin- 
geal) of Weil's disease. The liver and spleen are not 
enlarged in as many patients as the literature indi- 
cates and a rash is almost never present; when it is, it 
1s associated with the poctheatal jaundice. The pres- 
ence of casts in the urine is not as frequent as the lit- 
crature indicates, though we have not done daily mi- 
croscopic urine examinations in every case and this 
study has included almost no other tests of kidney 
function. 


We feel that the diagnosis of Weil’s disease with- 
out jaundice can be made clinically in this area, al- 
though we advocate serum agglutination tests as was 
done in all patients of this series. Vor a description of 
the method of serum agglutination for leptospira the 
work of Alicata® may be referred to. 


We have not found, as reported in the literature, a 
secondary rise in temperature after the second week in 
cven our sickest patients. 


SUMMARY 


Thirty-seven cases of Weil's disease are reported 
trom One community, treated in one hospital by one 
physician. 


In the Olaa area of Hawaii this disease is essentially 
an occupational one occurring principally in male Jap- 
anese cane cutters below 24 years of age. 


The distribution of the cases does not follow the 
rainfall curves. 


The first symptom in 50 per cent of the patients 
was headache, but this symptom was present in 34 
patients at some time before admission. All the pa- 
tients had loss of appetite and generalized malaise, 
with 50 per cent having more pain in the calf muscles 
than elsewhere. Nineteen patients had chills and 13 
vomited before admission. All patients had outstand- 
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ing eye signs (conjunctivitis and scleritis), which is 
the most important finding in this disease. All pa- 
tients were listless apd 36 had muscle weakness with 
30 showing muscle tenderness upon admission. Twen- 
ty-two could not walk without difficulty. Jaundice 
was present upon admission in only 7 patients and 
developed later in only 9 others. Liver or spleen en- 
largement occurred in only 5 patients while hemor- 
rhage occurred in 10 patients. Constipation occurred 
in 17 patients. 


Weight loss averaged 11.6 pounds. 


The average peak temperature was 102.8 F. The 
average peak pulse was 91, and the average peak 
respiratory rate was 22. 


The average white blood cell count was 11,920; red 
blood cell count 3,571,000 and hemoglobin 65 per 
cent. Twenty-nine = showed albumin in the 
urine, 18 showed cells of some kind in the urine and 
only one showed casts. All patients had positive 
blood serum agglutinations for leptospira icterohem- 
orrhagiae in dilutions of 1:300 or more. 


The treatment of choice is whole blood transfusions 
from convalescent patients. Otherwise the treatment 
is largely symptomatic. Sulfathiazole and sulfadiazine 
seem ineffective. 


CONCLUSIONS 


1. Weil's disease is much more prevalent on the Is- 
land of Hawaii than the reported cases indicate. 


2. Here it is primarily a disease of young cane cut- 
ters. 


3. Fifty-seven per cent of the patients in chis series 
showed no jaundice. 


4. The clinical picture is definite and should permit 
the diagnosis of the disease on a clinical basis 
alone. 


5. The most reliable and most useful and practicable 
laboratory procedure is repeated blood serum ag- 
glutination tests. 


6. Whole blood transfusions from convalescent pa- 
tients is the treatment of choice. 


7. The medical profession and industry in the Terri- 
tory should cooperate in the development of a 
vaccine to be used in the immunization of field 
workers, and ssibly the entire population, 
against Weil’s 
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Bacillary Dysentery 


Wiru SPECIAL REFERENCE TO THE EPIDEMIC ON MAUI 


W. B. PATTERSON, M.D. 
Puunene, Maui 


In the three years before 1944 only one case of 
bacillary dysentery developed in Puunene and Kahu- 
lui—in a child who fell into an irrigation ditch into 
which sewage emptied. In the first four months of 
1944 there were 89 proven cases from Puunene and 
Kahului and many times this number of unproven 
cases. Ten cases were reported in January from Puu- 
nene, and cases have since been reported from every 
part of Maui. In March alone we admitted 70 pa- 
tients to Puunene Hospital with diarrhea, though 
only 37 of these could be proven to have bacillary 
dysentery. 


The Board of Health records only 2 cases of bacil- 
lary dysentery for the Island of Maui in the last 
fiscal year, but 185 cases were reported in the first four 
months of 1944. All cases were of the Flexner 
group. Early in April the Board of Health declared 
bacillary dysentery to be epidemic on Maui and in- 
stituted a long-range program to combat it. This paper 
will discuss some of the important points of such a 
program, and bacillary dysentery in general, with 
special emphasis on treatment. 


EPIDEMIOLOGY 


Bacillary dysentery is widely distributed throughout 
the world but is more prevalent in tropical climates. 
In the United States the Flexner bacillus is responsi- 
ble for most cases, though the Shiga bacillus is the 
cause of some. The epidemiology of dysentery is very 
similar to that of typhoid fever, though the bacillus 
is not as resistant as the typhoid bacillus. Sporadic 
cases occasionally occur. Epidemics are usually small 
and can usually be traced to a food-handler carrier. 
The disease can also be spread by flies and direct con- 
tact. 


Both the healthy carrier and the ambulatory pa- 
tient spread the disease. It has been reported that in 
New Orleans nine out of a hundred well individuals 
harbor the bacillus! The length of time after clin- 
ical recovery for which an untreated patient continues 
to excrete organisms in the stool is variable, and this 
is the most important thing to remember in trying to 
control an outbreak. Also the presence of the bacillus 
in stools of carriers tends to be intermittent, organ- 
isms being excreted one or two days in succession and 
not again for weeks, or longer. Opper and Hale? re- 
ported an epidemic in 1939 from the Norwich State 
Hospital in which there were 38 cases, including 
carriers and patients. This was before the day of sul- 
fonamide therapy and the patients were treated only 


symptomatically. Stool cultures were taken on the pa- 
tients until they became negative. They found that 
57 per cent of their patients carried the bacillus in 
the stools for one month or longer. Thirty-one per 
cent of the group became persistent carriers, having 
the organism in the stool for more than three months. 
Two of the patients were still positive after two years. 


These same authors reported a second outbreak of 
dysentery of 33 cases which occurred in the same 
dormitory two years later. The same organism was 
found. None of the patients of the previous epidemic 
came down with the infection the second time. This 
demonstrates that patients develop a specific immuni- 
ty to dysentery. Antibodies can be demonstrated in 
the blood and can be used for diagnostic tests. If a 
patient has a seeming recurrence of dysentery he either 
has developed chronic dysentery or has become in- 
fected by another strain, there being several strains 
of Flexner variety. When a patient has dysentery for 
the first time he develops a certain degree of immun- 
ity which can be demonstrated by agglutination of 
specific live organisms with the patient's serum. The 
immunity is enough to overcome the acute infection 
but organisms may continue to live in the wall of the 
intestine. The titre of the patient’s serum is usually 
low and only a few cases have been recorded as high 
as 1:1000. The Flexner bacillus is known to in- 
crease its virulence as it passes through different hosts 
and probably will increase its virulence in a single 
carrier. As the virulence of the organism increases in 
a convalescent carrier it finally gets strong enough to 
overcome what immunity the patient peg se dur- 
ing the first attack. Now the patient may develop a 
second attack of acute dysentery to which he reacts 
by developing more immunity and a higher titre. Fi- 
nally, the patient will develop enough immunity to 
destroy all organisms in his body, but by this time he 
may have developed chronic colitis from which he 
may never recover. 


The incidence of dysentery always increases during 
war. This is due to the poor housing and poor sani- 
tary conditions inevitably resulting from the mass 
shifting of the civilian population at such times. The 
U. S. Public Health Service reports that twice as 
many cases of dysentery were reported in the first half 
of 1943 as were reported during the same time in 
1942. Troops stationed in tropical climates are apt 
to bring dysentery home and spread it. 


When dysentery began to appear at Puunene and 
then all over the Island of Maui, the doctors and 
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Board of Health officials made a caretul search to 
find its source. At first we visualized a carrier who 
was spreading it by water, milk or some widely used 
food. This did not prove to be the case. All the early 
cases had different water supplies which were either 
chlorinated or sandbed filtered, and the milk came 
from different dairies. Flies could not be blamed as 
the cases were miles apart. Upon questioning it was 
learned that almost all the early cases had attended 
one of three /waus (native feasts) held in January and 
all had attended the /uaus about one week before be- 
coming ill. The persons who had prepared the food 
for the /uaus were checked and found to be dysentery 
carriers; some were even ambulatory patients. Persons 
had come to the /waus from all over the Island of 
Maui. We traced twelve cases occurring in small chil- 
dren and their mothers to a birthday party they had 
attended one week before. The person who had pre- 
pared the salad for this party was found to be a 
dysentery carrier and every person who had eaten the 
salad developed dysentery, with a positive stool. cul- 
ture. Just where these carriers — up their infec- 
tion we do not know. Some of them may have been 
carriers of long standing who had never before been 
food-handlers. 


In February and March we began to get many cases 
but we could not always trace them to the source. Usu- 
ally several members in a family had positive stools 
although only one—usually the baby—was sick with 
dysentery. Some of the others would give a history 
of some diarrhea one or two weeks before. 


By March it was evident that there were numerous 
dysentery carriers scattered all over the Island of Maui 
and that we would continue to have many cases unless 
a drastic program of prevention was instituted. If 
three stool cultures could be taken of every person on 
Maui and the carriers thus found isolated until they 
were negative, we felt the spread of dysentery could 
be stopped. However such a program was impossible. 
Instead, Dr. Guy Schram, recently appointed County 
Health Officer, instituted a program of personal hy- 
giene and sanitation which, in combination with the 
strict isolation of all cases until absolutely negative, 
should in the course of a few months rid the Island 
of Maui of most of the dysentery. All commercial 
food-handlers have been cultured and all have been 
found negative. These cultures, of course, should be 
repeated about once a month. Dr. Schram is person- 
ally conducting a survey of all public gathering places 
and all eating establishments on the island. The sani- 
tary conditions of these places will be inspected and 
changes made where necessary. An educational pro- 
gram is being carried on in the newspapers, movies, 
etc., to educate everyone in personal hygiene. The im- 
portance of washing the hands with plenty of soap 
and water after going to the toilet, before eating, and 
before handling food for others, is being stressed. 
When everyone learns that dysentery is spread by 
dirty hands contaminating food and drink, control 
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should be easy. Luaus and parties have been forbid- 
den except when held according to Board of Health 
regulations. 


BACTERIOLOGY 


The dysentery bacillus is morphologically similar to 
the typhoid bacillus except that it is nonmotile.*. The 
bacillus is short and occurs singly, in pairs, and in 
short chains. It is gram negative. Growth on culture 
media is the same as with the typhoid bacillus. 
Acid is formed in dextrose, maltose, raffinose, adoni- 
tol and dextrin. The Shiga bacillus does not ferment 
mannitol but the Flexner bacillus does. The bacillus 
is definitely identified by it: agglutination with spe- 
cific anti-serum. 


PATHOLOGY 


The lesion of bacillary dysentery is usually a super- 
ficial inflammation of the large intestine, worst in the 
sigmoid and rectum. In less than half of the cases 
the terminal ileum is involved. All gradations of se- 
verity occur, from simple inflammation to extensive 
necrosis. The toxin liberated by the bacillus produces 
a necrosis of the epithelium. The necrotic tissue forms 
a false membrane which sloughs away leaving shallow 
ulcers. The ulcers are seldom deep enough to cause 
perforation. The bowel wall often becomes greatly 
thickened and, in rare cases, gangrenous. In chronic 
dysentery, the wall may become fibrosed and stenotic. 
Other organs are seldom involved though specific liv- 


er abscesses and pyelonephritis have been observed. 
Dysentery bacilli are present in the early stage in the 
intestinal contents, in the flakes of mucus, in the ul- 
cerated bowel wall and frequently in the mesenteric 
lymph glands. Dysentery bacilli have also been dem- 
onstrated in the blood stream, spleen, biliary system 
and kidneys. 


SyMPTOMATOLOGY 


All gradations of symptom severity occur regard- 
less of the type of infecting organism. As a rule in- 
fections with the Shiga bacillus cause the most pro- 
found illness because of the powerful exo-toxin elab- 
orated. Mild cases may only have loose stools for a 
day or so and never realize they are sick*. Other cases 
will have severe constitutional symptoms of general 
malaise, vomiting, high fever, abdominal cramps and 
muscle pains followed by bloody diarrhea and tenes- 
mus. The stools may only be soft and watery but usu- 
ally they contain pus, mucus and blood. As many as 
thirty stools may be passed in one day and may consist 
entirely of pus, mucus and blood. Often the constitu- 
tional symptoms are more severe than the diarrhea, 
especially in adults. These patients usually develop 
diarrhea within twenty-four hours, but I have seen a 
few who never did develop diarrhea. In this epidemic 
many patients with high fever and abdominal pain 
have had no diarrhea. Practically all patients, Poth 
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adults and children, are nauseated and many vomit. 
Temperature is usually elevated and about 25 per 
cent of our adult patients had a temperature of 101 F. 
or higher. The high temperature may continue for 
several days, until recovery or death occur. One case 
had a spiked temperature that reached 103 F. every 
day for two weeks. This case also had abdominal 
distention and a white blood count of 30,000. 

The symptoms are usually more severe in infants 
and children because of the more serious effects of 
the toxemia and dehydration. Children may die with- 
in twenty-four hours. When vomiting and diarrhea 
are both present, fluids are not taken and dehydration 
and ketosis develop rapidly. These severely ill chil- 
dren become drowsy and often fall asleep while be- 
ing talked to. The pulse is rapid and strong and al- 
most too fast to count at first; later it becomes weak 
and thready. Rapid pulse and drowsiness in a child 
with diarrhea are danger signs and heroic measures 
must be instituted to prevent death. The temperature 
in these severelly ill patients is usually elevated though 
it may be normal or sub-normal. 


DIAGNOsIS 


During an epidemic of bacillary dysentery all cases 
of diarrhea should be regarded as bacillary dysentery 
until proven otherwise. To actually prove that a pa- 
tient has dysentery is sometimes very difficult. Like- 
wise, to find dysentery carriers is often even more 
difficult. The stools of bacillary dysentery are very 
characteristic, consisting of sero-sanguinous pus with 
an albuminous odor. The stools’of amebic dysentery, 
in contrast, are a foul smelling mixture of feces, blood 
and brownish jelly-like mucus. If daily stool cul- 
tures are made from the onset, dysentery bacilli can 
be found in about 50 per cent of the cases. The op- 
ag for isolating the organism diminishes rapid- 
y after the first few days. By swabbing the ulcerated 
areas through a sigmoidoscope, bacilli can be cultured 
from 80 per cent of the cases'. Hardy and associates® 
describe a rectal swab technique for obtaining stool 
cultures which has proved to be very helpful. It en- 
ables the laboratory to obtain cultures at its con- 
venience and gives a far greater number of positive re- 
sults. The rectal swab is taken through a rubber tube 
12 cm. long, with an inside diameter of 0.5 cm., bev- 
eled at one end. A tightly wound cotton applicator is 
inserted into it; the tube is lubricated on the outside 
and inserted into the rectum. To collect the speci- 
men the rubber tube is withdrawn 3 cm., exposing 
the swab, which is then rotated, swept around the 
wall of the rectum, withdrawn into the tube and re- 
moved with it. It is plated directly onto culture media. 


At Puunene we had 89 proven cases of dyenstery in 
four months. To diagnose these, 1,185 stool cultures 
were made, of which 201 were positive. In only about 
half the cases of diarrhea did we find the dysentery 
bacilli. Many stool cultures were taken from contacts 
of patients in an effort to find carriers. For every 
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proven case of dysentery we did more than 12 stool 
cultures. 


Through the sigmoidoscope the bowel wall in 
bacillary dysentery is observed to be acutely inflamed 
with many shallow ulcers. In amebic dysentery the 
bowel wall appears normal except for the ulcers 
which are large and shallow and have an overhang. 
ing margin. 


Specific agglutinins appear in the serum of patients 
recovering from dysentery and diagnosis can be estab- 
lished by using live organisms for agglutinations. 


TREATMENT 


Treatment is divided into two parts: treatment of 
the diarrhea and fluid loss, and sulfonamide therapy. 
The first thing in the treatment of dysentery is to esti- 
mate the patient's state of hydration as nearly as possi- 
ble. To control the diarrhea I frequently used mor- 
phine when paregoric failed. I always give an initial 
cleasing saline enema on the assumption that it washes 
out the toxic contents of the large bowel, and gives 
the patient at the same time much needed fluid and 
sodium chloride. This is repeated daily until there is 
improvement. Infants who appear dehydrated and 
toxic, and particularly those who have been vomiting, 
I give normal saline by hypodermoclysis—10 cc. per 
pound if it is absorbed. This is repeated as neces- 
sary. If there is no improvement after twenty-four 
hours, and the child is severely ill, I give whole blood 
or blood plasma diluted with an equal volume of sa- 
line—10 cc. per pound. This is also repeated as nec- 
essary. I feel certain that the lives of two infants were 
saved with repeated doses of plasma, though in the 
usual case normal saline by hypodermoclysis is suffi- 
cient in the first day or two of illness. Patients sus- 
— of having dysentery should not be given a 
axative. Their intestines are already empty and a 
laxative will remove more fluid from them, thus in- 
creasing dehydration. 


As a rule patients with dysentery were given a soft 
diet until they were symptom-free for three days. In- 
fants under one year of age were given only boiled 
water for the first twenty-four hours. 


The second part of the treatment—the administra- 
tion of sulfonamide drugs—is really the more impor- 
tant as far as ultimate recovery is concerned. It is also 
important insofar as it cures the dysentery carrier, thus 
stopping the spread of an epidemic. The dysentery or- 
ganism is very sensitive to the sulfonamide drugs, 
but, just as with all other types of infections treated 
with the sulfonamide drugs, not all cases will respond 
to any one sulfonamide. I have yet to treat a case with 
sulfonamide drugs that failed to become negative 
though I have had to use more than one drug in sev- 
eral patients. 


One must keep in mind that the goal of treatment 
is to destroy every dysentery organism in the patient, 
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not just to control the diarrhea and get one or two 
negative stools. Dysentery is essentially a localized 
inflammation of the colon and not a bacteremia; how- 
ever, the organisms do invade the wall of the colon 
and aré usually found in the mesenteric lymph glands. 
If any form of treatment is to be successful it must de- 
stroy the organisms in the mesenteric lymph glands. 
In choosing a sulfonamide drug, therefore, one should 
choose one which is readily absorbed into the blood 
stream so it will reach these glands; and the least toxic 
drug should be selected. 


Eisenoff and Goldstein*® report an outbreak of 50 
dysentery cases in an orphanage which they treated 
with four sulfonamide drugs. They divided the cases 
into four aaa ing equal groups and gave each 
group a different drug. They had no failures in the 
group taking sulfadiazine but had 15 per cent fail- 
ures in the groups taking sulfathiazole and sulfagua- 
nidine. Succinylsulfathiazole failed in only 8 per cent 
of the cases treated. Clinically all their ‘patients recov- 
ered. The failures did not show a positive stool until 
two weeks after therapy was stopped.. This is a very 
significant finding ro 5 serves to illustrate that one or 
two negative stools obtained during or immediately 
after treatment are no proof against a patient becom- 
ing a carrier or developing chronic dysentery. 


When I first began treating dysentery I used sulfa- 
guanidine as recommended by many in the literature.’ 
In most of the cases improvement was rapid though 
the stools were slow to become negative. Then I 
treated two cases in which I could neither get nega- 
tive stools nor control the diarrhea. These cases were 
children between two and three years of age with 
white blood counts of 20,000 and 30,000, high tem- 
peratures, distended abdomens and bloody diarrhea. 
They were given 3.0 grams per day for two weeks. 
They had to be given repeated hypodermoclyses of 
normal saline at each received two doses of blood 
plasma. Then I changed to succinylsulfathiazole in 
the same dosage. The temperature dropped from 103 
F. to normal and the stools became negative after 
twenty-four hours of therapy, and remained negative 
for two months. Since these two cases I have had 
more than 10 per cent failures where sulfaguanidine 
was used. 


Sulfaguanidine was first recommended on the theo- 
retical ground of being relatively insoluble, therefore 
poorly absorbed. It was thought to be a safe drug in 
combatting infections in the lumen of the intestines. 
This feature of insolubility, however, allows the drug 
to pass through the intestines inert, in crystalline 
form. Nine-tenths of the drug ingested can usually 
be recovered from the stool in crystalline form, al- 
though there are some patients who absorb a large 
part of the sulfaguanidine. The reason for this is not 
known. However most patients with mucous colitis 
are known to absorb the drug. Smith et al* reported 
12 patients with dysentery treated with sulfaguanidine 
in the usual dosage. Three of these patients devel- 
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oped blood levels higher than 10 mg. per cent and 
one absorbed 16.6 mg. per cent. It would seem that 
sulfaguanidine is not a safe drug to use since its ab- 
sorption is not predictable and large doses must be 
given to be effective. Also, since it is not always ab- 
sorbed it does not always reach the mesenteric lymph 
glands which harbor dysentery organisms. 


Succinylsulfathiazole® has been used in dysentery 
with better results than have been obtained with sul- 
faguanidine. It is not absorbed as such and most of 
the drug is excreted in the stool. The succinyl radicle 
is slowly broken off in the intestine, freeing the sul- 
fathiazole for both local action and absorption. In 
more than 100 reported cases the highest blood level 
obtained was 1.45 mg. per cent. It is administered 
in doses similar to those recommended for sulfa- 
guanidine. It would seem then to be a relatively safe 
drug to use, particularly in patients who are not under 
close observation. I have used it in 15 cases, obtain- 
ing negative stools in all except one. Enough time 
has not elapsed to know whether there will be recur- 
rences. As a rule it-takes almost a week of therapy 
with succinylsulfathiazole to get negative stools. 


Another feature in favor of succinylsulfathiazole is 
that no cases of drug fever or drug sensitivity fol- 
lowing its use have been reported to date, so far as I 
can find. It has been used following the development 
of sensitivity to sulfaguanidine with no ill effects. 
Obviously it should not be used after sensitivity to 
sulfathiazole develops. 


At the present time I am using sulfadiazine or sul- 
fathiazole on all cases and so far have had no fail- 
ures. Since I have only recentlly begun using these 
two drugs, I cannot be sure that there will not be re- 
currences. As a rule stools become negative earlier 
than with the use of sulfaguanidine and succinylsul- 
fathiazole. I give about one grain per pound up to 
a maximum of 60 grains per day, for a minimum of 
five days. If the stool is still positive at the end of 
five days the drug is given two more days. If the 
stool is not negative by that time, another sulfonamide 
should be used. The stool cannot be considered nega- 
tive until at least two negative cultures taken two 
days apart are obtained, and even this is no guarantee 
that organisms will not appear again in the stool. 


CONCLUSIONS 


In the treatment of dysentery a sulfonamide drug 
should be chosen that is readily absorbed and effective 
in preventing recurrences and development of the 
Carrier state. From all information available, the sul- 
fonamides are effective in obtaining these results, in 
the following order of choice: sulfadiazine, sulfa- 
thiazole, succinylsulfathiazole and sulfaguanidine. 


SUMMARY 


1. A large epidemtic of bacillary dysentery, Flexner 
variety, is reported. 
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The spread of this epidemic has been traced to 
several carriers and convalescent cases who pre- 
pared food for four /waus and parties. The orig- 
inal source of infection of these food-handlers 
has not been traced. 


Thirty per cent of untreated dysentery patients 
will excrete organisms in the stool for more than 
three months after clinical recovery. 


Education of the public in strict personal hygiene 
and good santitation is a help in controlling such 
an epidemic. Hand-washing with soap is stressed, 
and the necessity to isolate and treat positive cases. 


Treatment consists of (1) Combatting the diar- 
rhea and dehydration. The free use of narcotics, 
saline by hypodermoclysis, whole blood and blood 
plasma are recommended for this. (2) Specific 
treatment with the sulfonamide drugs is recom- 
mended in all cases, even suspicious ones. The 
sulfonamide drugs not only shorten the illness 
and save the lives of many patients but prevent 
the development of chronic dysentery and the car- 
rier state. Because the dysentery organisms reach 
the mesenteric lymph glands, the more absorbable 
sulfonamide drugs should be used first. The order 
of effectiveness of the four sulfonamide drugs 
used in treating dysentery is as follows: (1) sul- 
fadiazine, (2) sulfathiazole, (3) succinylsulfa- 
thiazole and (4) sulfaguanidine. 
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PENICILLIN 


The Queen’s Hospital has been designated as the 
central distributing center for penicillin for civilian 
use in the Territory of Hawaii. A total of 50 mil- 
lion units has been allotted for distribution for the 
first month. An order has been placed for penicillin 
through the War Production Board as of June 15. It 
is hoped the drug will soon be available for distribu- 
tion. To those members of the Hawaii Territorial 
Medical Association on islands other than Oahu, the 
only information available at this time is to the effect 
that the program will be extended through regular 
channels of the medical association as soon as the 
policy for distribution has been established. 

A circular giving the indications and contra-indica- 
tions, mode of administration and dosage of penicillin 
recommended by the War Production Board has been 
circulated to all doctors in the Territory. If further 
copies are desired please contact the committee in 
charge of penicillin distribution for the Territory— 
Dr. Sumner Price, Chairman, Drs. Arnold, Sr., Judd 
and Phillips. 


INTER-SOCIETY COMMUNICATIONS 


Repeatedly the comment was made by representa- 
tives of the outside islands attending the annual 
meeting—'“We are step-children; why are we not 
kept better informed?” Suggestions are in order. 
How? 


How does the office in Honolulu keep informed of 
what the different islands are doing? Surely not by 
the wealth (?) of correspondence that comes in. We 
do, however, get a fair idea of what is occupying the 
attention of the component societies from the min- 
utes of their meetings. These are coming in more or 
less regularly and are published under County Society 
Notes in the JOURNAL in the — that they are uni- 
versally read. If the officers, at least, of each county 
will read the Honolulu County reports, they can keep 
up with the trend here, but it must be remembered 
that many of the concerns of the Honolulu Society, as 
those of the other islands, are local problems, not 
many of them take on territorial-wide significance and 
ever come before the Territorial Association. 


Whatever comes before the Council is always re- 
layed to the Councillors on all islands in the form 
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of minutes, usually accompanied by an explanatory 
letter—and, to take care of the eventuality of the 
Councillor's being away or too busy, or negligent, du- 
ee copies are simultaneously dispatched to the 

resident or Secretary of the component society. Be- 
cause the material that reaches the Councillor or the 
officer is not a personally addressed and individually 
written letter should not detract from its importance. 
The memorandum form and multiple copy type of 
communication is used to assure promptness in get- 
ting the word to you and is necessary since we lack 
the sffice help to do a more personalized job. 


SYPHILIS IN HAWAII 


Five thousand unrecognized cases of syphilis prob- 
ably exist in the Territory of Hawaii at the present 
time in persons between fifteen and fifty-five years of 
age! 

This startling statement is a modest and conserva- 
tive estimate, based on figures obtained in the recent 
serologic survey of food handlers conducted by the 
Board of Health. Nearly 11,000 food handlers, se- 
lected on the basis of occupation alone, have been 
subjected to the standard diagnostic Kahn test, and in 
those giving a positive reaction, to the Kolmer Was- 
sermann as well. Of this group 317 persons, or 2.92 
per cent, have been found to have positive serologic 
tests for syphilis. The proportion is slightly lower in 
urban (2.67 per cent) and much higher in rural (4.72 
per cent) districts; roughly nine-tenths of the indi- 
viduals are from urban Honolulu, however, so that the 
over-all percentage of positive reactors is slightly un- 
der 3 per cent. 


The current population of the Territory is of course 
a military secret, like the times of ‘the tides; in 1940, 
however, there were 250,Q00 persons in Hawaii be- 
tween fifteen and fifty-five years of age, and it is 
highly probable that there are not less than 300,000 
today. This would mean a total of roughly 9,000 
syphilitic persons, if the proportion were the same 
throughout the population. 

Many of these cases are already known, however, 
and under treatment. Of 150 seropositive food han- 
dlers questioned to date, 94 of them were not aware 
of their infection—slightly under two-thirds. Slight- 
ly under two-thirds of slightly under 9,000 persons is 
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roughly and in round numbers a total of 5,000 pres- 
ently unrecognized cases of syphilis in the Territory 
of Hawaii today. It will be cheaper to treat them 
now than it will be after some of them have become 
candidates for admission to the Territorial Hospital 
at Kaneohe, or to the Territorial School for the Blind. 


SULFADIAZINE FOR EARLY BUBONIC PLAGUE 


Hawaii's old friend Dr. N. E. Wayson recently re- 
ported' the successful treatment of early bubonic 
plague in guinea pigs by oral administration of sul- 

adiazine. He suggests that the similarity between 
the evolution and the manifestations of the disease in 
these animals and the same disease in man indicates 
that sulfadiazine may be effective in human cases. 
Possibly the reported failures have been due in some 
instances to the fact that treatment was not begun 
early enough. The experimental animals were treated 
as soon as buboes and fever developed. 

The work was undertaken on the premise that there 
was no consensus regarding the efficacy of sulfona- 
mides against Pasteurella pestis, and because the 
growth of this organism had been found to be in- 
hibited on blood agar plates made from human blood 
containing 1.1 mg. of sulfonamide (sulfadiazine?) 
per hundred cc. 

One group of fifteen animals was inoculated intra- 
dermally and treated; in these there were only two 
deaths and one of these was due to sulfadiazine crys- 
talluria. None of the thirteen animals that recovered 
showed evidence of plague at necropsy a few weeks 
later. All of the thirteen control animals died of 
plague. 

The animals in the other group were inoculated 
by the bites of infected fleas. Eleven of these were 
treated with sulfadiazine, and only four died of the 
disease; the seven that recovered showed no evidence 
of plague at subsequent necropsy. The nine untreated 
controls in this group all died of plague. 

It should perhaps be re-emphasized that in all these 
successful experiments treatment was begun early, in 
the - stage, before septicemia had become estab- 
lished. 


1. Wayson, N. E., and McMahon, M. C.: Plague. Sulfa- 

diazine Treatment of Guinea Pigs Infected by Artificial 
Methods or by Flea Transmission, Pub. Health Reports 
59:385 (Mar. 24) 1944. 


THE EMIC PROGRAM 


The best of medical care is vouchsafed wives and 
children of members of the armed services by the 
medical profession of Hawaii in a statement of policy 
regarding the Emergency Maternal and Infant Care 
program adopted by the Council and concurred in by 
the House of Delegates of the Hawaii Territorial 
Medical Association. 

But the doctors’ willingness to carry out the intent 
of Congress in furnishing this care does not imply ap- 
proval of the methods and policies of the Children’s 
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Bureau of the U. S. Department of Labor in setting 
up and administering the program. 

The Territorial Medical Association's policy is ex- 
pressed in the following paragraphs: 


Statement of Policy 


The Council of the Hawaii Territorial Medical Associa- 
tion approves of the principle of government aid in pro- 
viding medical care for the wives and children of men of 
the armed services during the period of the present na- 
tional emergency. 

. The Council recognizes the medical profession's respon- 

sibility for guaranteeing’ that such care shall be readily 

available, and that its quality shall be the best. 

The Council recognizes the fact that while the EMIC 

program and its funds are available for obstetric and 

pediatric care and for the care of intercurrent conditions 
arising during pregnancy, no government relief or aid 
is similarly provided for other types of illness to which 
the wives and children of service men may fall victim; 
and believes that, in view of this fact, the medical pro- 
féssion should pledge itself to give every possible con- 
sideration to members of service men’s families who may 
incur illnesses neither obstetrical nor pediatric in nature. 

The Council emphasizes that physicians’ disapproval of 

details of the EMIC program, the methods of its pro- 

moters, and its implications for the future of medical 

practice must in no way stand in the way of or tend to 

interfere with service men’s d dents receiving the 

= and attention to which congressional action entitles 
em. 

The Council believes that a program embodying certain 
features of EMIC may result in impairment of the quali- 
ty of obstetrical and pediatric care and a deterioration of 
standards in those fields; but the Council also believes 
that such a threat to the quality of service should be an 
incentive to organized medicine and individual physicians 
to do everything in their power to prevent such impair- 
ment and deterioration, even though this may involve 
personal sacrifice and, for the duration of the emergency, 
at least, the furnishing of services for inadequate or no 
remuneration. 
The Council favors the fullest cooperation between the 
medical profession of Hawaii and the Territorial Board 
of Health in the endeavor to make services under EMIC 
available under circumstances and conditions which will 
insure their high quality and will maintain and improve 
the standards of medical practice in the community. 
The Council offers to the Board of Health of the Terri- 
tory the services of 4 committee of physicians of the Ter- 
ritorial Medical Association, to assist the Bureau of Ma- 
ternal and Infant Welfare in accomplishing the expressed 
purpose of the EMIC program, and to cooperate with the 
public health officials in protecting and improving ob- 
stetrical and pediatric standards in the community, and re- 
sisting forces and influences which threaten the quality 
of care in these fields. 

. The Council believes that the EMIC program will offer 
an excellent opportunity to study at close range the 
workings of state medicine as applied to obstetrics and 
pediatrics; that every physician should study the EMIC 
program in all its details and implications and that the 
territorial and county medical societiés should devote 
much effort to enlightening their members in regard to 
matters pro and con relating thereto. 


There is plenty in these paragraphs to occupy the 
doctors’ attention for the moment. It is wise not to 
confuse the issue by dwelling upon the peculiar ideol- 
ogies and dictatorial attitude of the Children’s Bu- 
reau. That can wait—a matter of unfinished business 
not to be forgotten. 
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TRANSFUSION REACTIONS 


The Honolulu Peacetime Blood and Plasma Bank, 
under the directorship of Dr. F. J. Pinkerton, has 
rendered the doctors and the community an appre- 
ciated and valuable service. 


It has recently been suggested that four out of five 


transfusion reactions result from faulty technique on ~ 


the part of the Bank. It seems wiser to say that the 
better the technique the fewer the reactions. Over an 
extended period, operation of the blood bank has 
undoubtedly led to improved technique as the. teams 


- became more experienced, and as the group concen- 


trated on the probable causes of transfusion reactions. 
Experience, combined with intelligence, has reduced 
the reactions from banked blood to about 3 per cent. 
This remarkable reduction is in line with observations 
made by myself and others that as an operator, or 
group, becomes experienced and technical errors are 
eliminated, there is a fall in the number of reactions 
following transfusion. 


Although the point has not been stressed, I believe 
that the percentage of reactions to bank blood varies 
directly with the degree of the blood collector's ex- 
perience on the one hand, and the experience of the 
actual operators or administrators on the other. One 
controlled group of operators using careful and stand- 
ardized technique and doing a large number of trans- 
fusions will have fewer reactions than another larger 
group of operators performing a small number of 
transfusions per individual. The trend on the main- 
land is toward the organization of transfusion teams 
working by more or less standardized technique. It 
seems that the local blood bank has ro about as far 
as it can in reducing the number of reactions unless 
the physicians and hospitals recognize the need for a 
process of standardization, and perhaps a continuous 
program of education. While not practical at the mo- 
ment it may be worthy of consideration to have all 
transfusions supervised. If it had the personnel this 
could be done by the blood bank, or it could be done 
by the hospitals in cooperation with the bank through 
the organization of a team for each hospital. 


Citrate transfusion has made the blood bank possi- 
ble, and the blood bank has made transfusion a very 
minor operative procedure, almost a routine in cer- 
tain types of cases. With the simplification of tech- 
nique, ready availability and wide use of blood, has 
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come a certain disregard for the importance of trans- 
fusion—not for the need of transfusion, but for its 
technique. A great laxness has become evident which 
would not have heen tolerated a few years ago. Any- 
one who can insért a needle in a vein can do a trans- 
fusion nowadays, with no regard for his ability to do 
it well and without hazard to the patient. 


The Blood Bank has for practical purposes, as- 
sumed responsibility for the reactions, while the final 
Operator seems to have assumed little or no responsi- 
bility. This attitude is not conducive to best results. 


The technique and procedure of transfusion in the 
average case involve a minimam of six individuals or 
agencies: the donor, the collector (who is represent- 
ed by either the Blood Bank, or by the physician him- 
self when fresh blood is used), the laboratory, the 
Operating room or ward nurse and her associates, the 
operator or administrator, and the recipient. Any 
study of transfusion reactions which takes into con- 
sideration only the agencies of the blood bank and 
the recipient is inadequate. If the physician feels that 
the percentage of transfusion reactions should be re- 
duced further, let him look to some of the other agen- 
cies involved. 


The Donor 


Some years ago, I drew attention to the blood don- 
or's diet preceding transfusion as one of the most 
common causes of blood transfusion reaction. The 
original conclusions were in error, but I still believe 
that the donor’s pretransfusion diet is an important 
factor in or causing certain types of reaction, albeit 
there are other more important errors in technique. 
The fewer errors in technique, the fewer are the re- 
actions. 

The-donor should refrain from eating a heavy meal 
for four or five hours prior to donating blood. On 


‘the other hand, it is not wise to have him go without 


any food for a prolonged period as it may make him 
weak. A pretransfusion diet of orange juice was once 
recommended, but the results were not what had 
been anticipated. I know of no pretransfusion diet 
which can be recommended. 


Donors who have good sized veins and bleed free- 
ly are most desirable. Delay in handling the blood is 
wee conducive to reaction. This will be ampli- 

later. 


Preferably the donor should not be unduly fatigued; 
he should be healthy, free of colds or other evident 
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infections; he should have at least a superficial exam- 
ination to determine the absence of any primary lesion 
of syphilis; and his hemoglobin prior to transfusion 
should not be less than 85: per cent of normal stand- 
ards. These are factors which the bleeding agency, 
the physician, or laboratory should determine in ad- 
vance. 


The Collector 


If the tourniquet is placed too tightly on the arm 
there is slowing of the stream, cyanosis, and reduction 
in clotting time. Every physician knows that these are 
factors conducive to thrombosis—the ultimate break- 
down in the blood elements. Thrombosis occurs in 
the donor only rarely, but there may be a partial 
breakdown in the blood. Excessive trauma, multiple 
punctures with poorly chosen needles which lacerate 
the vein instead of cutting it, add further insult. Most 
ee operators know that where this type of 
difficulty is encountered a higher incidence of reac- 
tions results. The choice of too small a needle, or one 
with too long a bevel, is apt to induce mechanical 
difficulties. While delay in handling the blood is to 
be avoided, it is my opinion that too rapid withdraw- 
al of blood from the donor is definitely the cause of 
many blood transfusion reactions. Too rapid with- 
drawak of blood, especially with a poorly chosen 
needle, often causes the vein to collapse. This col- 
lapse, under maintained suction, may be felt as a flick- 
ering or flapping of the vein against the needle orifice. 
Such trauma to the interior of the vein liberates fer- 
ments which may make the donor ill and cause his 
blood pressure to fall; if continued, it may produce 
nausea, vomiting, fainting, and even convulsions if 
carried to an extreme limit. It is true that when the 
blood is added to the citrate, the latter arrests the par- 
tial breakdown of the blood, however, if the unnec- 
cessary trauma to the donor's vein and the too rapid 
withdrawal of blood are avoided, the number of re- 
actions in the recipient will also be reduced. 


The collector should steadily agitate the blood as it 
is added to the citrate so as to get a thorough mixture. 
This does’ not require violent shaking or agitation, 
but a constant rotation in a relatively wide arc at a 
relatively slow rate. The average beginner gets in lots 
of motion and agitation, and, most often, gets clots 
because he does not get a thorough mixture. He has 
motion, but not coordination. 


The stirring rod is now seldom used, but a rod or 
tube which extends to the bottom of a collecting flask 
is equally objectionable and unnecessary. It tends to 
act as a defibrinator, and fibrin dregs are nearly al- 
ways found in such a collecting container. Of course 
a good filter will remove these dregs, but too often 
the filters are not used. 


The collector is responsible for maintaining the 
sterility of the specimen, for collecting samples for 
serologic tests, for proper sealing of specimens, and 
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for refrigeration when required. 
The Laboratory 


Errors in typing do occur, especially when hastily 
done; but when reactions ensue from improper 
matching they are apt to be severe, and they may be 
hemolytic. The many errors which occurred in the 

ings at the early stages of induction, were largely 
the fault of haste and newness of a relatively inex- 
perienced staff, most of whom had never done typing 
or laboratory work before, and often did not know 
what blood typing was all about. The amazing thing 
is not that so many errors occurred, but that they were 
so few. The army needed speed and so it sacrificed 
a certain degree of accuracy with the knowledge that 
these would be checked later by direct matching if 
transfusion become necessary. 


Actually the reactions due to improper matching 
are very few. If reactions due to incompatibility were 
very common the director of laboratories would be in 
difficulty indeed. 

One of the most common technical errors observed 
in the laboratory is the inadequate mixture of the 
donor’s cells and the patient’s serum. The more the 
mixture is shaken the greater becomes the evidence of 
incompatibility. The novice has a tendency to give 
the mixture a stir or two, set it aside for a while, and 
then read the results. A minimum of twenty min- 
utes is essential and longer is desirable, for passing 
on the compatibility of a matching. During this in- 
terval there should be frequent shaking, a mechanical 
Kline or other type of rotating platform is of definite 
advantage. 


A number of years ago the iso-hemolysins received 
considerable attention in blood typing. These seldom 
occurred except in the presence of the iso-agglutinins, 
so that they were gradually ignored. Only about once 
in a thousand transfusions will a donor be found 
whose cells are hemolyzed by the patient’s serum 
in the absence of agglutination. It is wise, how- 
ever, for the technician to be on the alert for evi- 
dence of hemolysis. If a moderately heavy suspen- 
sion of cells is used, and if the relative number of 
red cells and their appearance are kept in mind, then 
any undue swelling of the red ceils should suggest 
fragility and the possibility of hemolysis. Actual 
hemolysis may occasionally be observed, and the donor 
in that case should be discarded as incompatible. Care- 
ful observations of this sort can prevent a certain 
number of hemolytic reactions. 


Whether this hemolytic trend, encountered on occa- 
sion, is related to the Rh factor, I am not prepared to 
say, but I feel that it is important to observe a com- 
patibility test for evidence of hemolysis. 


While on the subject of the Rh factor, attention 
might be called to the request for Rh negative donors 
for Rh positive patients. To the best of my know!- 
edge no evidence is advanced that such a requirement 
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is necessary. The Rh factor is of greatest importance 
in multiple transfusions, in obstetric cases, and spe- 
cifically in Rb negative recipients who have previously 


received Rh positive blood and have built up “anti- 
bodies” or “immunity” against such blood. posi- 
tive recipients have nothing to worry about in this 
connection. 
The Operating Room 

It does not seem necessary to stress the importance 
of sterile equi t for the administration of blood. 
The factor of lisiag clean appartus is highly suscepti- 
ble to technical error. Before a piece of apparatus is 
returned for re-sterilization it is important that it be 
subjected to prolonged soaking in water, thorough 
rinsing, and careful cleaning. It is the responsibility 
of the operating room that all banked bl — 
be provided with filters, it being unsafe to administer 
banked blood without adequate filter. These filters 
require special attention in the way of proper clean- 
ing. Fresh batches of tubing should be thoroughly 
boiled, usually in alkali, prior to use. The operating 
room usually provides the solutions, if any, used in 
conjunction with the blood; the type of solution is 
usually determined by the operator. The responsi- 
bility of the operating room nurse ends when she 
supplies on request the proper tonic solution. 


The Operator 

One of the most common sources of technical error 
is the general use of saline to fill the tubing prior to 
starting the transfusion. It is not the use of saline 
that is bad, it is the damage arising out of misunder- 
standing of its purpose that causes anxiety and re- 
flects on the training of the transfusion team. 

The chief purpose of flushing the tubing is to as- 
sure the operator that the tubing is clean, and to assist 
in eliminating air bubbles from the apparatus. On oc- 
casion it may be desirable to dilute the blood with 
saline, but on other occasions it may be desirable to 
omit the addition of any salts. Definite prejudice 
against the use of saline exists in cases already show- 
ing edema, and in known nephritics with or without 
nitrogenous retention. Whether or not the preju- 
dice is justified, there seems to be a prevailing opin- 
ion that something must be put in the tubing before 
the blood is run in. At least on several occasions 
distilled water has been used instead of saline. 

A small amount of distilled water, administered 
slowly by vein, will not materially upset the average 
patient, and, on occasion, may be a therapeutic meas- 
ure of merit, but it is a procedure which needs close 
supervision. When distilled water is used in the tub- 
ing, then overlayed with blood, there is at best a nar- 
row zone of hemolysis at the juncture. This small 
amount of hemolysis in itself still may not harm the 
average patient, but if it is extensive the patient's 
kidneys will certainly be harmed far more than by a 
small amount of saline. In one instance at least 200 
cc. of distilled water were used with the blood trans- 


fused. The appearance of hemolysis was grossly evi- 


dent at the time of administration. The technique was 
questioned but the orders were found “‘correct’’ as 
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written. It would seem offhand, that a transfusion 
team more adequately instructed in transfusions is in 
order if such incidents are to be avoided. I am not 
critical of the individuals concerned, but the /assser 
faire attitude that ‘‘anybody can do a transfusion” will 
lead to more errors of this sort. 

There is really no need to add saline, where a pre- 
judice against its use exists, and certainly there is little 
need to substitute distilled water. Why cannot a 
column of blood itself be used to fill the tubing? An 
average amount of careful maneuvering, raising the 
needle level above the blood reservoir, followed by 
gtadual lowering of the column, will force the air out 
of the apparatus. A small additional waste receptacle, 
or the original container, will catch the small amount 
of spillage, which is seldom over a few cubic cen- 
timeters. In most instances a sterile sponge is ade- 
quate. A few elementary instructions of this kind 
may go a long way to overcome some of the unnec- 
essary technical errors and still allow the operator his 
ee. It might be advisable to know the chloride 
evel, even in cases with edema, before getting too 
excited about the addition of a small amount of saline 
solution. 

The Patient 

With the introduction of treated “‘O” blood there 
has been a transient trend on certain services toward 
using “O” blood to the exclusion of other types. Thus 
an old cycle has been started again but from a 
slightly different angle. I have never had any pre- 
judice against the use of “‘O”’ blood, but some have en- 
countered an undue number of reactions which they 
attributed to a high titre of agglutinins in the “O” 
bloods. There is reason to believe that a small amount 
of truth rests in this conclusion, but it is also possible 
that some false interpretations may have been made. 
Now that “O” seat may be treated with anti-a and 
anti-b substance it is theoretically safer for emergency 
use. But, if ““O” blood is asked for on each case there 
will not be enough “O” donors to go around. It is 
anticipated that the cycle will again be complete 
when it is found that treated “‘O” blood is no pana- 
cea for transfusion reactions. Treated ‘‘O” blood at 
the moment should be reserved for the emergency case 
where there is not time for typing, or where delay 
may endanger life. In other cases it still seems advis- 
able to type the patient and use his type of blood inso- 
far as it is practical to do so. 

With the use of sulfa drugs there seems to be less 
use of multiple small transfusions for the treatment of 
acute and subacute infection than there should be. 


Summary 

1. It is believed that the most common causes of 
blood transfusion reactions lie within the realm 
of preventable technical error, in which the oper- 
ator should not be excused from his share of re- 
sponsibility. 

2. Closer supervision of the operator's part ‘in blood 
transfusion, with greater standardization and su- 
pervision, seems to be indicated. 

A. SUMNER PRICE, M.D. 
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Ehrlich’s prophetic vision of the “magic 
bullet” which would combine deadly 
efficacy against pathogenic bacteria 
with perfect compatibility in the human 
organism, approaches fulfillment in 
penicillin. Contrary to Ehrlich’s expec- 
tation, this magic bullet is not a synthetic 
drug developed by a chemist—it results 
from the metabolism of a mold. Biologic 
production of a chemotherapeutic agent 
thus is now applied in the pharmaceu- 
tical field, a new approach. 

Instead of the pure rationale of chem- 
ical formulas, the life habits of a micro- 
organism are the controlling factor in 
the manufacture of penicillin; the chem- 
ist’s important function here consists of 
guarding his microbian ““workmen” and 
leading them to maximal production. 

It is this type of work in which Com- 
mercial Solvents Corporation has been 
engaged since its beginning. For a quar- 


habits of bacteria and 
e study to which an 
ber of scientists in 
rch Laboratories are 
devoting their IN§s. From their studies 
have come valuahle products, such as 
butanol, acetone, vitamins, etc., achieved 
by exacting standards of sterility, an ex- 
tremely important factor in the working 
of the highly sensitive‘ microorganisms. 
What other manufactruer of any kind in 
the United States has had comparable 
experience in the application of micto- 
biologic methods to mass production? 
With the confidence born of this ex- 
perience Commercial Solvents Corpora- 
tion built, with its own funds, what now 
may well be the largest penicillin plant in 
the United States. It incorporates not 
only the fruits of 25 years of experience, 
but also the latest developments in the 
testing, handling, and packaging of a 
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MODES OF ADMISSION OR COMMITMENT 
TO THE TERRITORIAL HOSPITAL 


Early in 1938, the Medical Director of the Terri- 
torial Hospital; acting upon the recommendations of 
Dr. F. G. Ebaugh, prepared a draft of proposed legis- 
lation for admission to the Territorial Hospital, and 
submitted same to the Territorial Commissioner of 
Public Health, the late Dr. Frederick E. Trotter. This 
material was later studied by the Health Committee 
of the Chamber of Commerce of Honolulu. After 
this group of physicians, lawyers and other interested 
persons had made certain changes, the proposed plan 
for admissions was modified accordingly and submit- 
ted to the legislature of 1939. The completed legis- 
lation, ultimately incorporated in the act governing 
the Department of Institutions, represented a distinct 
advance in the management of individuals requiring 
institutional treatment. 


Today admission to the Territorial Hospital may 
be had by: 


(a) voluntary application 

(b) regular court commitment 

(c) the certificate of one physician, and 

(d) emergency admission on incomplete 
court commitment. 


The required forms covering these modes of ad- 
mission were prescribed by the Director of Institutions 
and, upon the recommendation of the Attorney Gen- 
eral, were approved by the Governor. These forms 
were made available to all courts, physicians, and so- 
cial agencies within the Territory. 


The application for voluntary admission applies to 
the mentally ill as well as to alcoholics and drug ad- 
dicts. It consists of a single one-page letter addressed 
to the Medical Director requesting admission on a 
voluntary basis. The applicant agrees to obey all rules 
and regulations prescribed for the governing of the 
hospital and promises not to leave the hospital with- 
out having previously given at least fifteen days’ no- 
tice in writing. This mode of admission is reserved 
for rational persons who understand the nature of the 
hospital and against whom no criminal charge is pend- 
ing. Approximately 10 per cent of admissions are on 
a voluntary basis. 


The regular court commitment requires: 
(a) The petition. This may be made by any adult 


friend, relative, guardian, or any public officer, and 
must be notarized. It contains a plain statement of 
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the facts and reasons why the person should be com- 
mitted to a hospital for the mentally ill. 


(b) The certificate. This consists of two Bern 
(a) the history obtained by the physician, and (4) 
report of the examination. The certificate must be 
made by one or more physicians who have been in 
the actual practice of their profession for at least two 
years. The certificate must state the facts and circum- 
stances upon which the judgment of the phiysician is 
based and show that the condition of the person is 
such that treatment is necessary. If the physician be- 
lieves that personal service on the patient would be 
ineffective or detrimental, he may so state in the cer- 
tificate. The court in its discretion may then dispense 
with personal service. The majority of patients now 
committed are not required to appear in court. How- 
ever, as a general jie paranoid individuals should 
have a hearing; otherwise they become a source of 
considerable trouble after reaching the hospital. 


The petition and certificate must be presented to the 
district magistrate of the district where the person re- 
sides or the circuit judge of the circuit in which the 
district is situated. The patient, if he is not confined 
on a criminal charge, may be committed to the Ter- 
ritorial Hospital or a licensed private institution or, 
if harmless, to the custody of relatives or guardians 
of his person. 


The certificate of one physician requires 


(a) a petition, and 
(b) certificate of one qualified physician. 

These are provided in a form prescribed by the Di- 
rector of Institutions but the petition is addressed to 
the Medical Director instead of the court. A patient 
may be received at the hospital under this provision 
of the law without going through the formality of 
court proceedings. It is essential that the person does 
not object to entering the hospital. As in the regu- 
lar court commitment, this method also requires a 
verified application and the certificate of a duly li- 
censed physician who has been in the actual practice 
of his profession for at least two years. A patient so 
admitted may remain at the hospital indefinitely, pro- 
vided he is willing to remain. However, if he or a 
relative or friend makes written request for discharge, 
the patient cannot be detained longer than thirty days. 


The petitioner and attending physician should al- 
ways confer with the medical director or physician in 
charge before sending the patient to the hospital. 


If a patient is in need of treatment for a mental 
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disease but objects to entering the hospital voluntarily 
or on a physician’s certificate, he should be regularly 
committed by a court under the provision of Section 
1236, Act 203, Session Laws of Hawaii, 1939 (regular 
court commitment). 


A patient may be admitted to the hospital in an 
emergency upon the form used for regular court com- 
mitment which is good for a period not exceeding 
ten days. This method of admission requires only a 
verified petition and a certificate of two physicians 
who have been engaged in the actual practice of their 
profession for at least two years. The certificate exe- 
cuted by such qualified physicians must contain ade- 
quate reasons why the insane person should be im- 
mediately received in the hospital or institution for 
treatment. The medical director or the person in 
charge of a private institution may refuse to admit 
such an alleged insane person on this form if, in his 
judgment, the reasons stated in the certificate are not 
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sufficient or the condition of the patient is not of such 
character as to constitute an emergency. 


This mode of admission is useful when the courts 
are not in session on Sundays and holidays, but it 
should be reserved for the dangerously insane and 
when no other means of management is available. It 
should be noted that the certificate must be completed 
by two physicians. The petition is addressed to the 
Medical Director instead of the court. Experience has 
shown that only rarely is it necessary to use this 
means of admission to the hospital. 

It is gratifying to report that the liberal provi- 
sions of existing laws have been used with the ut- 
most judiciousness by physicians and courts since their 
enactment in 1939. Many communities still subject 
the mentally ill to numerous embarrassments and 
even humiliation. The citizens of the Territory can 
be very well satisfied with the humanitarianism em- 
bodied in the present statutes. 


E. A. STEPHENS, M.D. 
Director, Territorial Hospital 
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WAIMANO HOME 


Waimano Home was established in 1920 as an in- 
stitution for the care of feebleminded and epileptic 
persons. The Legislative Act for the creation of Wai- 
mano Home established it on the “farm colony” plan 
and set aside for that institution 612 acres of land 
three miles mauka of Pearl City, Oahu. The initial 
appropriation was $82,000.00 and provision was made 
for a superintendent's home, dormitories for male pa- 
tients, dormitories for female patients, a central kitch- 
en, laundry and boiler house. The appropriation also 
provided for roadways, parking areas, walks, a water 
system, and a sewage system. The original plant was 
designed for 100 patients. 


On March 27, 1921, the institution was formally 
opened with the admission of the first patient. The 
following table will show the development of the in- 
stitution from 1921 to the present date. 


Patients’ and Employees’ Population of Waimano Home 
From 1921-1944 Inclusive 


oz 

z FO 8% 

SE 4 3 es 86 

YEAR 22 8 ee 22 
15 60 275,884 1-6,130 ? 
1 22 130 307,100 1-2,362 ? 

49 210 328,767 1-1,565 30 

37 237 380,507 1-1,605 36 

68 357 393,277 1-1,101 58 

64 415 426,654 1-1,028 65 

67 480 485,000 1-1,010 94 


From time to time, buildings have been added in 
order to provide for an ever increasing population. 
Statistically, it would appear that feeblemindedness 
has increased from a ratio of 1 to 6,000 to a ratio of 
1 to 1,000. We are, however, fully aware of the fact 
that this is not true. According to the California 
standard, approximately 3 out of 1,000 are classified 
as feebleminded. Many feebleminded, however, are 
not institutionalized. It is not necessary that all cases 
be institutionalized. In fact, institutionalization would 
be a grave mistake for a considerable number. Many 
feebleminded are able to adjust socially and do not, 
therefore, constitute a serious problem in their re- 
spective communities. The increase in the total num- 
ber of feebleminded who are institutionalized is 
brought about by a greater community demand for 
protection and for the relief of homes burdened by 
the care of feebleminded persons. It is also true that 
diagnostic facilities have been greatly improved. 


There is now a tremendous demand for additional 
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facilities at Waimano Home. This demand has been 
created by the fact that a feebleminded person ties 
down some adult member of his family. The urgent 
need for employees and the high current wages paid 
have in many cases, prompted families to request in- 
stitutional care for their feebleminded members in 
order that all adults may seek employment. The de- 
mand for increased institutionalization also comes 
from all parts of the Territory because, in many cases, 
both parents of a feebleminded child have sought em- 
ployment without providing adequately for his care, 
thus leaving him free to roam at large in the com- 
munity. The following table has been compiled from 
the reports of social agencies in regard to cases pend- 
ing admission throughout the Territory. 


Cases Pending Admission 


NOT 
URGENT URGENT TOTAL 
Cases committed -....---..-.-----.----- 57 51 108 
Cases not yet committed................ 132 192 
Totals 117 183 300 


Urgency is governed by two factors: 


1. Paralytics, epileptics and idiots which require twenty-four- 
hour supervision on the part of some member of the 
family. 


2. Cases who are unable to adjust socially and who have no 
standard of morals or ethical behavior. 


In spite of urgency, the courts have ceased making 
commitments because of the futility of so doing when 
there is no room for new patients at Waimano. 


The feebleminded who are wholly without stand- 
ards of conduct represent a community problem the 
seriousness of which is understood by but few peo- 

le. If this problem were fully appraised, there would 
an even greater community demand for institution- 
alization. Many of the feebleminded are unaware of 
the a of their acts. Therefore, they exhibit 
modes of behavior and an absolute lack of inhibitions 
which make their association with normal children 
highly undesirable. With most of the feebleminded, 
any urge represents only something to be satisfied. 
Consequences are unimportant. 


The courts seldom make commitments among the 
borderline feebleminded unless feeblemindedness is 
associated with other conditions detrimental to soci- 
ety. The borderline feebleminded at Waimdno are 
therefore both feebleminded and seriously delinquent, 
making it imperative that they be institutionalized in 
order that normal children may be protected from 
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their harmful influences. More of this type must be 
accommodated at Waimano. 


The War brought an end to the proposed expan- 
sion of facilities at Waimano Home but, fortunately, 
the Office of Civilian Defense has built a large evacu- 
ation center on the grounds of the institution. These 
evacuation buildings have now been transferred to 
Waimano for the purpose of housing feebleminded 
patients and are to remain under the control of Wai- 
mano unless a large scale evacuation should appear 
imminent. Plans and specifications have now been 
completed for the alteration of these buildings in or- 
der to make them suitable for housing feebleminded 
patients. Space in the buildings will provide for two 
hundred additional patients. It is hoped that these 
buildings will be ready for occupancy within three or 
four months. 


The OCD buildings at Waimano, one of which 
will be converted into a 100-bed hospital, are all 
of wood. The fire hazards in wood frame buildings 
certainly make those responsible for the conduct of 
Waimano Home hesitant to use such building as a 
hospital for paralytics, epileptics and idiots. In the 
event of fire, it would probably be impossible for the 
attendants to remove all such patients from the build- 
ing. For the better grade feebleminded and other 
ambulatory patients, wooden buildings would not 
present so great a risk. It is, therefore, to be hoped 
that a modern fire-proof hospital building will be 
built for Waimano as soon after the War as condi- 
tions permit. 


The present hospital building is a small outmoded 
wood frame building with facilities for 30 patients. 
Many more than that should be in the hospital. With 
the admission of 200 additional patients, it is expected 
that the need for hospitalization will require 80 beds. 
Since the prospective number of new cases soon to be 
admitted is considerably less than the total number of 
cases pending admission, it seems reasonable to as- 
sume that Waimano will get a disproportionately 
heavy number of cases requiring permanent hospitali- 
zation. 


To the fullest extent possible with the facilities 
available, Dr. Edward T. Ching, Hospital Physician, 
is providing excellent medical care and hospitalization 
for the patients of Waimano Home. 


Waimano patients are classified as follows: 


Classification 
TYPE CLASSIFICATION PERCENTAGE TOTAL 
Morons 9 43 
II Imbeciles 70 336 
Ill Idiots 21 101 
Totals 100 480 


The following table shows the population of Wai- 
mano Home as of May 15, 1944: 
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Patient Population 


MALE FEMALE TOTAL 


Institution Population -.............---.----..--0--s-e-+ 190 223 413 

On Home Leave 2 1 3 

On 1 1 

On Parole in Territory. 20 37 57 

On Parole to Midway. aa 6 
219 261 480 
Average age 23 27 


Under the aggressive direction of Mr. Charles B. 
Lambert, Superintendent of Waimano Home, self- 
supporting patient activities have been expanded tre- 
mendously. Patients have been paroled into self-sup- 
porting: activities throughout the Territory and many 
of the parolees are now defense workers in the high 
income brackets. One parolee paid a federal income 
tax of $523.02 for the year 1943. The training pro- 
gram developed by the Superintendent of Waimano 
Home is very extensive, giving to patients both aca- 
demic and trade training to the fullest extent of their 
ability. Activities aimed at self-support within the 
Home have also been greatly expanded. The follow- 
ing table will give the reader a good concept of am- 
bulatory patient activities on the Waimano farm. 


Farm Produce for the Twelve-Month Period Ended 
April 30, 1944 Consumed and/or Sold 


Vegetables 357,193 Ibs. 
Consumed 149,193 Ibs. 
Sold 208,000 Ibs. 
Beef produced and d 2,343 Ibs. 
Milk produced and « d 14,329 gals. 
Eggs produced and c d 4,589 doz. 
Poultry produced and c d 7,938 lbs. 
Pork produced and c d 6,084 Ibs. 
Fruits prodyced and d 25,015 Ibs. 


A typical example of vegetable  -seagaa and 
sale for the past twelve months is as follows: 


Aiea Naval Hospital 
Aiea Heights, Aiea, Oahu 


484 Ibs. of string beans $ 58.08 
4,520 Ibs. of lettuce 718.34 
1,210 lbs. of turnips 54.45 
1,531 Ibs. of chinese cabbage 107.15 
8,019 Ibs. of head cabbage 400.94 

64,057 lbs. of rose potat 2,882.59 
79,821 Ibs. $4,221.55 


Mr. Lambert could entertain you with interesting 
stories in regard to the problem of farm production 
carried on with feebleminded labor. Obviously, such 
work requires the most careful supervision and, even 
with close supervision, the patient worker is just about 
as likely to pull the vegetables and leave the weeds 
as he is to pull the weeds and leave the vegetables. 
Thinning pm requires close care and supervision. 
The feebleminded can see no reason why corn should 
not be planted three inches apart and carrot three 
feet apart. Only a short time ago, observation showed 
that all the young sweet potato plants had died in 
certain portions of various rows. Subsequent obser- 
vation of the patient workers showed that one patient 
found it easier to pull up the young sweet potato 
vines while weeding and then stick them back in the 
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ground after the weeding operation had been com- 
pleted. 


In the craft shop one can also find unique opera- 
tions. A girl may start to embroider a iin on a 
luncheon set and when half way through decide to 
change it over to a mynah bird. In spite of all these 
difficulties, the vigilance of Mr. Lambert and his staff 
have established a standard of production and craft 
work that one would not believe possible in a feeble- 
minded home. Any one visiting Waimano would be 
not only interested but amazed at the high quality of 
the program developed there. Needless to say, an ex- 
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tensive program of recreation, work and special ac- 
tivities provides a busy life for the patients, gives 
them tremendous satisfactions, keep them happy and 
prevents sadistic and other delinquent practices. 


You will be cordially received as a visitor there and 
your visit would give you a far better concept than 
can be conveyed in this article of Waimano’s pro- 


gram, its problems and its developmental require- 
ments. 


Tuos. B. VANCE, 
Director of Institutions 
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Report and review of the year's activities of the 
Emergency Medical Service of the O.C.D. given at the 
annual meeting of the Honolulu County Medical So- 
ciety, April, 1944. 


Maximum medical protection for the civilian pop- 
ulation of the Territory of Hawaii has been provided 
by the Emergency Medical Service of the O.C.D. since 
the blitz of December 7, 1941. A program of ex- 
pansion of civilian hospitals and the erection of sev- 
eral emergency hospitals on the various islands of the 
group has been completed. This report covers the ac- 
tivities of the E.M.S. during the past fiscal year end- 
ing April 7, 1944 which marks the third anniversary 
of the Preparedness Committee of the Honolulu 
County Medical Society. 


The past year has been one of continued rapid im- 
provement in the security of these islands from ene- 
my attack and the actions of: this office accordingly 
have been primarily directed toward reducing the 
scale of operations without decreasing the efficiency 
of preparation. 


A brief chronological review of the year will be of 
interest and will serve as a record for the Archives 
of the Society. 


Epidemic of Poliomyelitis—In April of 1943 polio- 
myelitis reached epidemic proportions in the City of 
Honolulu. A group of physicians specializing in or- 
thopedics recommended that the Kenny treatment 
should be available to these patients. The already 
overcrowded hospitals of the city and the serious 
shortage in personnel and equipment for applying the 
Kenny treatment made it imperative to have all of 
these patients treated in one place. The stand-by cas- 
ualty hospital which the O.C.D. had constructed ad- 
jacent to the Shriners’ Hospital was rapidly converted 
to a hospital for poliomyelitis and opened on April 
19, as an Emergency Poliomyelitis Hospital serving 
the Territory. 


Commander Creasor of the Navy designed and 
constructed apparatus for this purpose without which 
it would not have been possible to carry out the oper- 
ation of the hospital. 


The hospital was operated by the O.C.D. up until 
August 1, 1943 when it was turned over to the Shrin- 
ers for operation. At present the hospital is being op- 
erated by the Shriners with funds from the Honolulu 
Chapter of the National Foundation for Infantile 
Paralysis. For a considerable time the Army supplied 
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nurses and soldiers as attendants and these have grad- 
ually been replaced by O.C.D. nurses and H.T.G. en- 
listed men. 


Cases were received from the outside islands as 
well as locally from Honolulu. A total of 95 patients 
have been treated during the past twelve months. At 
the present time there are 17 patients in the hospital 
and about 75 who are attending the out-patient de- 
partment at varying periods of time. 


Need for Increased Beds for Tuberculosis—The 
shortage of beds for patients with open tuberculosis 
remains a serious problem. Leahi Hospital has a 
greater enrollment now than it has ever had in its 
history and the Army has been hospitalizing large 
numbers of civilians with tuberculosis at Tripler. On 
November 26, 1943, a one hundred bed addition to 
the Wahiawa O.C.D. Hospital was opened and filled 
with tuberculous patients. It continues to operate on 
this basis. 


Transfer of Outside Island O.C.D. Hospitals to 
Army—In December the Army expressed a desire 
to take over and operate some of the O.C.D. Hos- 
pitals on the outlying islands and the O.C.D. Hos- 
pitals at Waimea, Huleia and Makaweli on Kauai and 
Maunaolu and Waikapu on Maui were turned over 
complete to the Army on a loan basis. The remain- 
ing O.C.D. hospital (Baldwin Home) on Maui was 
also turned over to the Army for use. The Army as- 
sumes responsibility for emergency hospital care for 
civilians in these areas. 


Sacred Hearts—Sacred Hearts Hospital in Hono- 
lulu has served as an overflow facility for the over- 
loaded Honolulu hospitals since its opening. Its av- 
erage patient load has been 50 with a maximum of 
89 patients as a daily census. There have been 4,479 
patients admitted since it was opened in April of 
1942. Since the completion and occupancy of the 30- 
bed pavilion at Queen’s built by the O.C.D. and the 
35-bed addition to St. Francis, the maximum occu- 
pancy on any day at Sacred Hearts has been 89. It 
is probable that Federal funds will not much longer 
be available for the operation of Sacred Hearts and 
Wahiawa Hospitals and strenuous efforts are being 
made to have some other agency take them over and 
operate them or supplant them. In the case of Sacred 
Hearts it is probable that additional facilities will be 
added to the local hospitals and enough staff and 
equipment transferred from Sacred Hearts to take up 
the added load. The surgical facilities of Sacred 
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Hearts would be kept intact for possible need, but the 
wards would be returned to their original use as 
school rooms. 


Wahiawa Hospital—Wahiawa Hospital is filling 
such an obvious and vital need for this community 
that it is hoped that it may be possible for some gov- 
ernmental agency to take over the hospital and oper- 
ate it. No one locally has any authority to speak for 
the future as to the disposition of the equipment of 
the hospital, but so long as the equipment remains in 
the hands of the present custodian it will be available 
on loan to anyone who operates the hospital. When 
and if the Federal Government demands an account- 
ing of this property its final disposition will have to 
be settled. Its average patient load has been 15 with 
a maximum. of 54 patients as a daily census, the tu- 
berculosis unit being excluded. Since the opening of 
Wahiawa Hospital in May 1942 there have been 
2,151 patients admitted. 


Plans and Training of Emergency Medical Service 
—Several maneuvers were held during the year—one 
involving the City of Honolulu from September 21 
to the 26th, one involving rural areas on November 
21 and 22nd and one involving the downtown area 
on November 4. There was one air raid alarm at 
10:02 p.m. on December 13. On all of these occa- 
sions the Medical Department of the O.C.D. func- 
tioned in such a manner as to receive commendation 
from the medical officers of the Army detailed as 
umpires. 


Retrenchment in the Emergency Medical Service— 
The Army has recently approved a request from this 
office for the closing of all the Aid Stations in the 
city except one and replacing them with mobile teams 
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composed of doctors, nurses and trained helpers with 
a large vehicle loaded with the requisite supplies and 
equipment to allow them to quickly set up a dressing 
station wherever it might be needed. This reorgani- 
zation is under way. The city has also been divided 
into three major zones with a Medical Director in 
each Zone. The Medical Directors for the Zones 
are as follows: Zone I—Dr. Harold Johnson; Zone 
II—Dr. M. H. Lichter; Zone II]—Dr. Raymond 
Kong. Each of these Zones will operate more or 
less autonomously as the need arises, applying for 
help from the Control Center if it should be needed. 
A plan known as Plan ‘B” has been evolved to meet 
any situation which might arise from a major disaster 
not connected with enemy action. 


Future Policy—Questions of future policy of the 
Preparedness Committee have arisen making it nec- 
essary that a determination be made in regard to the 
future medical protection of the community. It is 
recommended therefore that a Preparedness Commit- 
tee be elected now for the ensuing year. 


Conclusion—In closing I wish to express my deep 
appreciation for the generous way in which the mem- 
bers of the society have assisted the operation of the 
E.M.S. of the O.C.D. by giving time and advice, and 
training and maintaining interest of the volunteers in 
the program. The enemy has not returned as he 
was expected to and probably will not return unless 
the situation in the Pacific changes radically for the 
worse. The community, however, certainly needs a 
measure of preparedness, medically speaking, greater 
than it did before war became imminent. 


H. L. ARNOLD, M.D. 
Medical Director, O.C.D. 
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HONOLULU COUNTY MEDICAL SOCIETY 
ANNUAL MEETING 


The annual meeting of the Honolulu County Med- 
ical Society was held on Friday, April 7, 1944 at 7:30 
p.m. in the Mabel L. Smyth Building aditorium. Pre- 
ceding this meeting, Dr. Benyas, retiring President, 
entertained the officers and committee chairmen at 
dinner at the Pacific Club. Forty members were pres- 
ent at the meeting. Reports of officers and commit- 
tees were heard. 


The following were elected to office: : 
President F. J. Halford 
Vice President R. L. Hill 
Corresponding Secretary H. E. Bowles 
Recording M. Gordon 
Treasurer H. C. Gotshalk 


Board of GOvernOPS Jesse W. Smith 
D. C. Marshall 
S. E. Doolittle 
Alternates 

Board of Governor............-.---0-0-00--+ R. D. Kepner 

H. L. Arnold, Jr. 


H. M. Johnson 


Board of Censors J. E. Strode 
Delegates to Hawaii Territorial Medical ; 
Association P. S. Irwin 
H. S. Dickson 
D. C. Marshall 
W.H. Wynn 
Alternates for DelegateS..........---------- Fred Irwin 
L. A. R. Gaspar 


E. W. Mitchell 
Abraham Ng-Kamsat 
K. C. Chock 

Sanford Katsuki 


Board of Directors Hawaii Medical 
N. M. Benyas 

William Winter 

William Shanahan 


Ralph B. Cloward 


H. L. Arnold 
N. M. Benyas 

J. R. Judd 

N. P. Larsen 

F. J.Pinkerton 
J. E. Strode 
William Winter 


Preparedness 


Membership Dues. 

Dr. Dickson brought up the advisability of raising 
the dues and it was voted that the Board of Gov- 
ernors give serious consideration to this. 

Library Endowment Fund. 


Dr. Withington suggested that consideration should 
be given to placing the funds collected into a limited 
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endowment, using up income and principal over a 
number of years, and if it is all gone at the end of 
15 or 20 years, let the men then raise what they need. 
Dr. Walker concurred and felt many who have hesi- 
tated to donate would do so if they felt there was to 
be some use of the money during the next decade. Dr. 
Smith did not feel that the money should be turned 
over to a trust company and did not favor spending 
the principal. 


Dr. Halford reported that the money received so 
far from the City and County and Department of Wel- 
fare had gone into the Library Endowment Fund. 


Membership. 


The Secretary reported a'total of all classes of mem- 
bership as 254. Of these 15 are honorary members; 
15 service members and 22 are members in full-time 
military service. 


The Treasurer presented audited report of the so- 
ciety’s finances for the eleven months’ period ended 
February 9, 1944 which showed balance in the check- 
ing account of $871.10; balance in the Savings ac- 
count $1,953.78; and total in the Library Endowment 
Fund account $10,291.17. 


Statement of Accounts as of date of the meeting 
was presented as follows: 


Balance in Checking Account...............-..-....- $ 153.31 
Accrued: 
Assessments unpaid, 15 members at 
160.00 
$ 538.31 
Other Funds 
Savings Account Balance............0...220........- $ 1,953.78 
Library Endowment Fund Account.......... 14,058.16 


(Total deposits and pledges $19,940.80) 


Workmen's Compensation Committee. Dr. Pinker- 
ton, Chairman, presented draft of the proposed revi- 
sion of the industrial accident fee schedule, as his re- 
port and invited each member to take a copy for stu- 
dy. Copies will be sent out to all members and the 
schedule discussed and acted upon at the next regu- 
lar meeting. 


Post-Graduate Committee. Dr. Cloward, Chairman, 
reported difficulty in getting someone to come to 
Hawaii, but that he had contacted Dr. Freeman and 
has a partial promise that he will come. 
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Committee on Forms of Medical Practice. Dr. 
Molyneux, Chairman, reported that three meetings ot 
the committee were held during the year, at two of 
which matters referred to it for settlement by the 
Hawaii Medical Service Association were discussed 
and settled satisfactorily. 


At another meeting the committee studied with 
Dr. Mossman the procedure for effectuating Senate 
Bill No. 139 and agreed to the procedure of having 
the hospitals add 20 per cent for professional serv- 
ices to the hospitalization charges on City and County 
patients, this money to be paid from the Department 
of Public Welfare Funds and turned over to the Ho- 
nolulu County Medical Society treasury. 


A $2.00 maximum fee for typhoid booster shots 
was recommended to the society by this committee 
when it was called upon by the Board of Governors 
to set a fee for the 1944 immunization campaign. 


Program Committee. Dr. Arnold, Jr., reported as 
follows: 


At the last annual meeting of the Honolulu County Medi- 
cal Society it was decided to resume monthly evening meet- 
ings instead of assembling every Thursday morning, as had 
been done during the first complete fiscal year of the war. 
These Thursday mornings had been of necessity rather hur- 
ried affairs, and it had therefore become customary for the 
Board of Governors to conduct much of the Society's business, 
only passing on to the general membership such items of busi- 
ness as seemed particularly suitable for their consideration. 
This practice has been continued during the past year, partly 
out of disinclination to change what had proved to be a 
rather ethcient modus operandi, and partly because the at- 
tendance at the evening meetings turned out to consist very 
largely of guests from the medical corps of the Army anc 
Navy and from the Public Health Service, who could not pat- 
ticipate in deliberations over business matters. 


On April 22 the Society was entertained by the officers of 
the U. S. Naval Hospital at Aiea Heights, who also presented 
a program of scientific papers. The meeting was very well 
attended. 


On May 14 Dr. Strode discussed constrictive pericarditis, 
with presentation of two treated cases, Dr. Stewart reported on 
the first month's operation of the Emergency Poliomyelitis 
Hospital, and Dr. George Chu (Sc.D.) presented a movie 
illustrating the investigation of parasitic diseases endemic in 
China. 


On June 18 the Society was entertained by the staffs of 
the Territorial Hospital and the 204th General Hospital at 
Kaneohe ; Drs. Kepner, Cloward and Porteus discussed vari- 
ous aspects of prefrontal lobotomy. 


In July no scientific program was presented. 


On August 18 Dr. W. a Holmes discussed night vision ; 
the paper was discussed by Lt. Comdr. Ford and Major 
Wolte, flight surgeons. Lt. Comdr. Charles MacIntyre dis- 
cussed fluid and electrolyte balance in the surgical patient. 


On September 10 Dr. Pinkerton discussed the ocular fundus 
in relation to systemic disease, and Messrs. Beasley and Car- 
ter discussed the Wagner-Murray-Dingell bill in a general 
way. 


On October 15 Dr. Perlstein discussed pulmonary mycoses, 
Dr. Radner discussed artificial pneumoperitoneum, and Dr. 
Lee discussed the skin flap operation for chronic empyema. 
All three men are on the staff of the Leahi Hospital. 


On November 19 Major Gerard DeOreo discussed the newer 
concepts in the treatment of syphilis. 


On December 10 Mr. Frederick Schramm of the Board of 
Health discussed industrial hygiene, particularly as it pertains 
to Hawaii today. 


On January 7 a symposium on penicillin was conducted by 
Mr. Martin of the H.S.P.A. Experiment Station and by Cap- 
tain Watts, Lt. Comdr. Weyrauch and Lt. J. P. Keogh of 
the United States Naval Hospital at Aiea Heights. 


On February 4 Dr. Frank Lahey discussed the Procure- 
ment and Assignment Board and then lectured to the Society 
on peptic ulcer. 
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On “March 3 Mr. Thomas Waddoups spoke on medical 
testimony, and Dr. Harold Johnson discussed some of his ex- 
periences on his recent mainland trip. 


With the exception of the January and February meetings, 
the attendance at these evening meetings has been deplorably 
small. It has been for the most part between 10 and 20 per 
cent of the registered membership of the Society. The fact 
that it was excellent for two successive meetings at which the 
program (the _——— symposium and the address by Dr. 
Lahey) was of extraordinary interest suggests that the usual 
small attendance has been in general the fault of your pro- 
gram committee. Lacking the usual stimulation of the prospect 
of a few brisk arguments over various controversial items of 
the Society's business affairs—this being taken care of by the 
Board of Governors—it appears that only some unusually in- 
viting program will induce the members to attend their meet- 
ings. 


This is an unfortunate situation, and it renders your Pro- 
gram Committee's task a most invidious one. It is pro- 
foundly embarrassing to ask a man to prepare an address for 
an organization of nearly 300 physicians and then have him 
deliver it to 25 of them. The fault lies in the inclination of 
the average doctor to ask himself, ‘“Will this program be 
especially interesting to me, or shall I just go to bed early 
tonight? They won't miss me if I don't come."’ It is the 
plain duty of all the members of the Society to attend meet- 
ings when they are not actually prevented from doing so. It 
should not be necessary to bribe physicians with the prospect 
of a dinner, or free beer, or an exceptionally exciting pro- 
gram, in order to get them to pay ordinary courtesy to the 
invited speaker of the evening by at least appearing to listen 
to what he has to say. 


Dr. Arnold, Jr., recommended that consideration 
be given to means of securing attendance. 


It was not generally the opinion that members 
should be required to come to meetings, that there 
must be stimulus, either a social interest, business in- 
terest or educational interest; if necessary make them 
controversial. A program of several short papers on 
diversified topics was suggested. 


Dr. Smith objected to having so many meetings 
away from our headquarters, and felt that there was 
enough talent available among our members without 
going out to the Army and Navy for papers. Dr. 
Cloward agreed with Dr. Smith and suggested assign- 
ing programs months in advance to the different 


groups. 


Dr. Allison felt that our programs are nothing to 
be ashamed of compared with meetings in other 
places. 


Several doctors urged that we continue the outside 
meetings and not pursue an isolation program. 


Library Committee. Dr. Walker, Chairman, re- 
ported as follows: 


The substantial increase in budget allotted for the past year 
has permitted a splendid advance in growth of the Library. 
Details of the year’s accomplishments will not be given in 
this report since the subject has been covered rather extensively 
in “Library Notes’’ in the Hawam JouRNAL of No- 
vember-De-ember, 1943. Attention should be drawn, however, 
to some of the highlights of the year’s progress, notably: 


(1) Improvement in service as a result of better organiza- 
tion. 


(2) Completion of catalog and the beginning of a union 
catalog of medical journals available in the community. 


(3) A large number of acquisitions, comprising both 
journals and books, the single largest contribution be- 
ing from the medical library of the Kalihi Receiving 
Station. In addition, through the efforts of Mrs. Bolles 
on her trip to the mainland, a large number of vol- 

umes of journals and several books were obtained from 

the Los Angeles County Medical Society and the Uni- 
versity of California Medical Library. Also, Mrs. 

Bolles obtained one of our most valuable acquisitions 

of the year; namely, the third and fourth series of 
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Index Catalog of the Army Medical Library in Wash- 
ington, consisting of seventeen volumes. In addition to 
regular subscriptions to journals a number of books 
were purchased from a list of re:ommendations made 
by some thirty physicians in various specialties. Like- 
wise, several donations were made during the year. 


(4) Bookbinding. Through the part-time services of our 
bookbinder, 193 volumes have been completed from 
May 1, 1943 to March 31, 1944. The quality of this 
work is excellent and materially increases the value 
of the journals in the reference library. 


Beginning February 28 of this year arrangements 
were concluded to enable the bookbinder to bind books 
for individual physicians on a fee basis. It is already 
evident that this service is being welcomed with en- 
thusiasm by the doctors and it is hoped that the ar- 
rangement may be continued. 


The Library Committee held three formal meetings 
during the year and in addition the individual mem- 
bers gave a considerable amount of time to matters 
pertaining to the library. Mrs. Bolles, with her as- 
sistants, and Mrs. William Shanahan in the <apacity of 
consulting librarian, have put forth an enormous 
amount of time and effort in developing the library 
to its present status. I wish to express on behalf of 
the committee and the society at large my deep grati- 
tude for their splendid efforts during the year. 


It is becoming increasingly evident that the future 
growth and operation of the library will demand the 
services of a full-time librarian in the near future in 
order to relieve Mrs. Bolles for her full-time Medical 
Society duties. The development of an endowment 
fund may permit this as well as other greatly needed 
improvements in the library service. 


The committee has taken great pleasure in its work 
of the year and feels gratified in the belief that they 
have contributed in some small way to the growth of 
the Medical Library. 


The Medical Milk Commission. Dr. William Win- 
ter, Chairman, reported as follows: 


The Medical Milk Commission held six meetings during 
the year. Routine business was transacted and an effort was 
made by the commission to see that the standards of certified 
milk were maintained in the community. 


At the last annual meeting of the medical society a rezom- 
mendation was made by the Milk Commission that a// milk 
produced on Oahu should be pasteurized for the duration of 
the war. This recommendation was subsequently transmitted 
to those dairies producing certified milk, by the Commission, 
and also to the Board of Health. This was not followed by 
any particular action upon the part of anyone. 


During the past year there have been times when the 
dairies have been unable to meet the standards as required 
by the commission. Bacterial counts considerably above the 
pe Scan Fa maximum have been of frequent occurrence. The 
question which now presents itself is this: Should the cer- 
tification of milk, which does not measure up to the rigid 
standard required by the National Association, continue? 


It is the opinion of your Commission that it should not. 
Consequently letters have been sent to the dairies concerned 
asking them if they feel capable of producing milk that con- 
forms to the standards or whether they do not. It is hoped 
that the certification of milk will continue, but if any pro- 
ducer feels that he is unable to meet the requirements, then 
he will be expected to give up the production of certified milk. 
There will be no compromise upon the part of the Commis- 
sion. Copies of the above mentioned letters have been sent 
to the Board of Health. 


I would like to thank those who have worked with me 
for their sincere interest, their patience and their advice. 
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findings and recommendations of the Medical Milk 
Commission, and recommend, if the Commission sees 
fit, to use a 30-day probation period. 


The Preparedness Committee's report by Dr. Ar- 
nold, Chairman, is omitted here and will appear un- 
der the Emergency Medical Service section of this is- 
sue since it is of general interest also to the members 
of the other islands. 


Discussion of this report ensued with Dr. Benyas 
reporting that the Board of Governors had passed a 
resolution asking that Sacred Hearts be continued un- 
til such time as there will be sufficient beds to take 
care of the community; the number of such beds to 
be contingent upon the Chamber's survey report 
which is expected to be ready April 15. Dr. Arnold 
wished the society to back up his statement that a 
minimum of 100 beds were required. Further dis- 
cussion indicated that with Sacred Hearts discon- 
tinued, the 100-bed addition at Queen’s would still 
leave the community inadequately cared for; an epi- 
demic would fill the 100 beds overnight; the rates of 
occupancy for the community would still be 100 per 
cent instead of a safe 80 per cent; that we have had 
three dry years with low incidence of respiratory in- 
fection; that there is a general bed shortage of not less 
than 250 and an all-over shortage of all types of beds 
of 1000. It was agreed, if there is not too great 
urgency, that this matter be left until the survey re- 
port is available. 


Report of the President—Dr. N. M. Benyas. 


You have heard the reports of all our committees, giving 
you the activities of the Society for the year. We have tried 
to make reports at the membership meetings of the busi- 
ness transacted by the Board of Gonnaee but since not 
everyone attends all of the meetings there are of necessity 
many things in which the Society has participated of which 
the general membership is not aware, or has only a vague 
idea about. For that reason I should like to bring to your 
attention two or three of the major activities which everyone 
should be familiar with. 


Convalescent Home: 1 am pleased to be able to tell you 
that much progress toward the achievement of a convalescent- 
nursing home has been made sinze last April when a circular 
was sent to each member in an endeavor to find out the need 
yd such a home. At that time the survey showed that 
almost 


600 weg admitted to hospitals during the year could 
ave been discharged earlier if suitable convalescent 
nursing facilities existed ; 


40 patients could have been discharged as of the date 
of inquiry, and 


23 nurses could have been released who were attending 
chronically ill patients at home. 


Discussion. Dr. Lee felt the Commission’s stand 
was well taken and hoped the Board of Health would 
take action to follow up the Commission’s recom- 
mendation. 


Suggestion was made to put the dairies on a proba- 
tion period and removing the certification for 30 days, 
and if requirements are not met in 30 days, to sus- 
pend certification for the duration, but not condemn- 
ing the dairies because of labor shortage or inexpe- 
rience of help. 


Action, unanimous. \t was voted to approve the 
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Along with others interested in this problem, we, as a 
society, laid the matter into the lap of the Chamber of 
Commerce in January of this year asking them to co-ordinate 
the efforts of the various agencies and find the means ot 
making such a home possible. 


The Chamber’s Committee has satisfied itself that a need 
exists and has gathered a long list of endorsements from 
community organizations to support this need. It has even 
found a suitable site for such a home and, at a meeting held 
just two days ago of the Chamber committee with members of 
the Medical Society, it was disclosed that the committee is 
now to the point of going out after the funds necessary to 
secure the property and guarantee an operating capital for the 
initial years of operation. 


I think I can safely say that without the initiative taken in 
the Medical Society and its persistence in seeing that the 
scheme was going forward, the idea of a convalescent-nursing 
home would still be something to talk about, and nothing 
done. If the plans now under way materialize, within a very 
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few months the hospitals of the community will ig at least 
this much relief in their shortage of hospital be 


Hospital Survey. It was the Medical So-iety’s active interest 
also which caused the Chamber of Commerce to undertake a 
survey of the civilian hospitals. We are promised by the 
15th of this month a complete report from Captain Johnson, 
who has been conducting this survey for the Chamber, with 
recommendations not only as to the number of beds needed 
for this community, but pointing out other needs of the hos- 
pitals as well. 


This matter of the shortage of hospital beds has come be- 
fore your Board of Governors continually throughout the 
year. First the obstetricians could not find beds for their pa- 
tients, then there was the question of hospitalizing certain in- 
fectious cases, and lastly a request for the Medical Society's 
endorsement for a 50-bed psychiatri: unit at Queen's Hos- 
pital. In each of these problems, the Society endorsed the 
needs as they were represented to it by its members and 
brought the matter to the attention of those who were in a 
position to give some aid. 


Senate Bill 139: Our society owes a vote of thanks to Dr. 
Mossman for the arrangements completed with the City and 
County, and the Department of Public Welfare to pay for 
the doctors’ services tor medically indigent patients under the 
provision of Senate Bill 139. He negotiated with these de- 
say i and the hospitals and since October the hospitals 

ave been adding 20 per cent for professional services to their 
bills for hospitalization for C. & C. and Department of 
Welfare patients. As this money is collected it has been 
turned over to the Honolulu County Medical Society. To 
date almost $3,000 has been so received and by action of 
the Board of Governors has been added to the Library En- 
dowment Fund. 


Our own problem, as a society, was our library. The war 
has made great demands on it. You all remember how little 
the library was used by our own members. A _ record kept 
for March of this year shows that a total of 429 persons used 
the library, as follows: 71 of our own doctors, 103 nurses, 
230 Army and Navy doctors and 25 lay persons. These peo- 

le took out 115 books and 132 journals on loan and used 
esides, in the library, 229 books and 290 journals. Over 
500 books and 1,000 pamphlets were accessioned last year. 
You will see from this, gentlemen, that our library is giving 
a useful service—and, in a sense, a war service—for to many 
of the service doctors there is no other place where these 
books and journals are available to them. But this type of 
service makes demands upon the library quite different from 
the old days and the service has had to be developed in 
keeping with the demand It requires constant attendance, 
and a tremendous amount of work which is not apparent on 
the surface. It is no longer the job of a part-time custodian, 
but a job for a full-time trained librarian. 


This year the Society doubled its budget for the library, 
but at that, aside from adding the services of a bookbinder, its 
budget has only been able to afford the part-time services of 
a trained librarian (Mrs. Shanahan) and afternoon service of 
two high-school seniors, and a fair sized purchase of new 
books, the second of any size made by the library since 1938. 


It became quite evident as the year progressed, that the li- 
P 


brary would need at least a budget of $3,000 annually if it 
is to render even the fair service it does now, and, if the 
members were not to be taxed yearly for that purpose, or have 
the dues raised, the money must be forthcoming elsewhere. 
The ordinary dues of the society would not carry this addi- 
tional burden, for we have consistently over the last three 
years ended the year either in the red, or very close to it. 


It was for this reason that we attempted to raise a Library 
Endowment fund. I do not believe a goal of $75,000 or 
$100,000 for this fund is too great to achieve. We have 
$20,000 already with very little sales effort put forth, but it 
will have to grow considerably more before the income from 
the fund can give any relief to the society's library budget. 


I think we all owe the Library Committee a special vote of 
thanks for the progress our library has made this year, but at 
this point, I want to mention that much of what has been 
achieved is due to the initiative and planning of our secre- 
tary. I always thought I had a fair grasp of the interests of 
the Society, but I never realized until this year, in my capacity 
as president, how much work goes into keeping these things 
running smoothly. I do not believe many of you know how 
much work is done inside and outside of that othce. You 
forget how far the activities of the medical society have ex- 
tended themselves since the days when we had one small 
room at the Queen's with a part-time clerk to see that the 
books were not carried away and did whatever work was laid 
out for her. All the minutes of the meetings, all the corre- 
spondence, the collection of dues and reports all had to be 
written and attended to by the officers themselves. All of 
this Mrs. Bolles has relieved us of. She attends all of the 
meetings of the Board of Governors and the -ommittees ; she 
writes up the minutes of these meetings and sees to it that the 
business therein is carried out; she writes 99 per cent of all 
correspondence. Most of these meetings do not start until 
after the time most other people have left their othces for the 
day. In the last year almost every Board of Governors meet- 
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ing ran well on to 6 p.m. I have never known her to limit 
her hours by the clock when it came to getting work done. 
She also does all the foot work for the Society, using her 
own car and gasoline for that purpose—she sees about taxes, 
collections, pays the bills, attends meetings of the Chamber 
of Commerce Public Health Committee, Nutrition Committee, 
Hawaii Health Education Council, and is in process right 
now of helping plan a public meeting under the auspices ot 
the H.M.S.A. which will bring to the public in plain lan- 
guage the provisions of the Wagner-Murray-Dingell bill. It 
is, part of her job to keep her fingers on the pulse of things 
that affect the Medical Society's interests. If, therefore, she 
does not happen to be available on the phone, there is prob- 
ably a good reason for it. 


This year has been a great education to me, and I thank 
you all for having given me this opportunity to serve you, if 
serve you I have. If nothing else, I take pride in having 
been in on the start of the several things enumerated above 
and it is my fond hope that next year will see the com- 
munity with a convalescent-nursing home in operation and 
an adequate library fund to meet all the library's needs. 


Thanks to all the committee chairmen and officers, etc., etc. 


M. GorDON, M.D., Recording Secretary 


HAWAII COUNTY MEDICAL SOCIETY 


The 227th regular meeting of the Hawaii County 
Medical Society was called to order by the President, 
Dr. M. H. Chang at 7:15 p.m., April 6, at the staff 
room of the Hilo Memorial Hospital. Seventeen mem- 
bers were present. 


The secretary's report was read and approved, after 
a discussion was held about the journals subscribed to 
by the society. The question was raised that too many 
unnecessary journals were being subscribed to. How- 
ever, it was shown by the report of the Library Com- 
mittee that only ten journals were subscribed to by the 
society and that eight were contributed by members of 
the society. 


The society extended its thanks and appreciation to 
Dr. L. L. Sexton for the good work he did as Presi- 
dent last year, and for the annual dinner last month. 


Dr. Wilbar, President of the Board of Health, was 
guest speaker, discussing foodhandlers’ regulations. 
He stated that Oahu had about 12,000 foodhandlers; 
that over a seven-year period only eight had been 
turned down by the old type of examination. Statis- 
tics presented showed that one state after another has 
found this type of examination unsatisfactory and 
had discontinued it. Therefore in September 1943 the 
present regulations were put into effect requiring chest 
x-rays to be taken of all foodhandlers a at the op- 
tion of the individual, a blood test for syphilis. This 
work has been started on Oahu and will * extended 
to the other islands. How frequently these x-rays 
should be repeated has not been decided. Foodhan- 
dlers may go to their private physicians for x-rays, 
but later all will be taken care of free. 


A letter was read from Dr. Pinkerton regarding 
the appointment of Dr. Carter as representative of 
P. & A. Service. The Society voted to notify Dr. Pin- 
kerton that Dr. Carter had been carefully selected as 
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their representative, being the only man to meet the 
requirements set forth for the position. Dr. Phillips 
asked that the secretary write to Dr. Pinkerton in- 
quiring how many men are to be called from the is- 
land of Hawaii, it being his understanding that the 
statement had been made that there were not enough 
physicians on this island and none would be taken. 


The Secretary informed the society that Col. Mo- 
gabgab had invited the society to a dinner meeting in 
June. It was agreed that either the first Thursday at 
5 p.m. or the first Saturday at 4 p.m. would be satis- 
factory. 


Meeting adjourned at 9:15 p.m. 


R. T. EKLUND, M.D., Secretary 


MAUI COUNTY MEDICAL SOCIETY 
The regular meeting of the Maui County Medical 
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Society was called to order on April 28, 1944, by Dr. 
Patterson. Members present were Drs. Patterson, von 
Asch, Sanders, St. Sure, Rothrock, Shimokawa, K. 
Izumi, Kanda, Kushi, McArthur; guests present: Drs. 
Schram, Bunts and East. 


The coming Territorial medical meeting was dis- 
cussed and Dr. Patterson reported that the matter of 
extending the H.M.S.A. to other islands, the Emer- 
gency Maternal and Child Care of servicemen’s de- 
pendents, were to come up. It was voted to approve 
the proposed statement of policy of the Council of 
the Territorial Medical Society. 


No action was taken on Dr. McArthur’s suggestion 
that the Maui society sponsor an informal medical 


journal. 


Dr. Schram, local Board of Health officer, discussed 
the present dysentery epidemic. 


Major Carl Bunts, M.C., A.U.S., gave a short talk 
on “Recent Advances in the Field of Urology with 
Special Emphasis on the War and Its Complications.” 
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MAY BE INDICATED 

IN THE 

FOLLOWING 
CONDITIONS... 


DUPLICATING practically all the known actions 
of natural estrogens, having the advantage of 
being relatively more active upon oral adminis- 
tration than its natural counterparts, and being 
appreciably more economical, the utility of 


Diethylstilbestrol is gaining ever wider apprecia- 
tion among clinicians. 


DIETHYLSTILBESTROL SQUIBB 


is available in a variety of dosage forms: 


Tablets for oral administration: 
0.1 mg.; 0.25 mg.; 0.5 mg.; 
1.0 mg.; 5 mg.; in bottles of 
100 and 1000. 


Ampuls Diethylstilbestrol in Oil 
(corn), 1-cc., for intramuscu- 
lar injection: 0.2 mg.; 0.5 
mg.; 1.0 mg. and 5.0 mg. in 
boxes of 6, 25, 50 and 100. 


Pessaries (Vaginal Suppositories) 
0.1 mg., and 0.5 mg., boxes 
of 12 and 50. 


A preparation of natural estrogens, Amniotin is 
also available. It is obtained from urine of preg- 
nant mares—is a highly concentrated, non-crys- 
talline preparation of estrone together with small 
varying amounts of other estrogenic ketones. It 
is supplied in corn oil solution for intramuscular 
use and in capsules for oral administration. Also 
in pessaries. 

Particularly economical is Amniotin in Oil, in 
10-cc. vials—10,000 I.U. per cc., and 20,000 I.U. 
per cc.—and in 20-cc. vials containing 2000 I.U. 
per cc. These forms also permit utmost flexibility 
in adjusting dosage to meet the varying needs 
of patients. 


For literature write the Professional Service 
Dept., 745 Fifth Ave., New York 22, N. Y. 
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LIBRARY NOTES 


LIBRARY HOURS 
Daily, Except Sundays 
8:00 a.m. - 4:30 p.m. 
7:30 p.m. - 9:30 p.m. 


Starting June Ist the library will be open from 
7:30 to 9:30 every evening, except Sundays; for a 
trial period. This is being done in response to sug- 
gestions from various members who have not the time 
during the day to use the library. Two student nurses 
are being trained to check books in and out, and are 
being instructed where to find books and journals, 
but their training will of necessity be limited and 
they cannot be expected to look up reference material 
or find material and information that is not cata- 
logued. It is suggested that if such service is antici- 
pated, the request be made during the daytime; the 
librarian will be glad to get the material together and 
have it ready at the desk when you come in the eve- 
ning. 


For the present there will be no one in attendance 
on Sundays. Experience has shown that the library 
is little used on that day, and it is difficult to find an 
attendant for Sundays. If a demand for Sunday serv- 
ice is evidenced, the library committee will be pleased 
to consider giving it. 


It is always possible for a member to use the li- 
brary at off hours if he arranges for it beforehand. 


LIBRARY REGULATIONS 


Loan privileges are extended to all members of 
the Hawaii Territorial Medical Association, the Nurs- 
es Association, Army and Navy medical officers. 


Books on loan. All but reference books and books 
in the rare and historical collection may be taken out 
on loan. 


Journals on loan. All journals over six (6) months 
old may be taken out on loan. 


Pamphlets. All pamphlets may be taken out on 
loan. 


Loan period. Ten (10) calendar days. 


Fine. Five cents per day for each book and journal 
overdue. 


Lost and unreturned books will be billed at twice 
their cost. 


LIBRARY EXHIBIT 


An exhibit was held in the library during the an- 
nual Territorial Medical Convention. The most re- 
cent book purchases in each branch of medicine were 
featured. 


Gifts of books were also displayed. Of special in- 
terest among these was Dr. James R. Judd’s donation 
to the Rare Book Collection—a pamphlet entitled, 
“The Medical History and Medical Education in Ja- 
pan. 


Pamphlets on various subjects were exhibited with 
a list of the subjects on which pamphlets and reprints 
are available in the library. The doctors were invited 
to send in reprints of their own articles as the library 
is making an effort to feature especially a collection 
of material written locally and on topics of local in- 
terest. 


Bound volumes of various journals were exhibited 
to demonstrate the work being done for the library 
by our bookbinder, Henry Takara. This binding of 
medical journals is the outstanding feature in the 
progress of the library for the year. 


It is the hope of the librarian and her staff that the 
doctors will continue to make greater use of the li- 
brary facilities. 


GIFTS AND PERMANENT LOANS 
made during the year 


Gifts by authors: 
Doherty & Runes—Rehabilitation of the W’ar Injured 
Mouritz—A Brief History of Leprosy 
Pleadwell—Works of Joseph Rodman Drake 
Jones—Green Fields and Golden Apples 
Ritter—Anatomy of the Nervous System 

Kalihi Hospital—54 books 

University of California Medical School—45 books 

Los Angeles County Medical Society—33 books 

Palama Settlement—32 books 


Surgeon General (thru Dr. H. W. Jones) 
Index Catalogue—17 volumes 


PLEADWELL, Dr. F. L—16 books 
Bishop Museum—S books 
Tuberculosis Association—6 books 
SCHATTENBURG, Dr. O. LEE 


Ransom, Anatomy of the Nervous System 
Tidy, Legal Medicine 
Jones, Dr. H. W. 
Lundy, Clinical Anesthesia 
Darnall, Wartime Medicine 
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CLOWARD, Dr. R. B. 
Hamby, Hospital Care of Neurosurgical Patients 
Kappers, Comparative Anatomy of the Nervous System 
Board of Health 
Moore, Modern Treatment of Syphilis 
Pelouze, Gonorrhea in the Male and Female 
HoL_MAN, Dr. H. T. 
Sternberg, Malaria and Malarial Diseases 
Wendt, A Treatise on Asiatic Cholera 
Nurses’ Association 
Tracy, Nursing an Art and Science 
Young, Essentials of Nursing 
American Red Cross 
Home Hygiene and Care of the Sick 
GurRDIN, Dr. MICHAEL 
Ivy, Manual of Standard Practice of Plastic and Maxil- 
lary Facial Surgery 
SpeNcER, Dr. F. C. 
Flexner, Wm. Henry Welch and the Heroic Age of 
American Medicine 
Taytor, Dr. T. L. 
Kocher, Operative Surgery 
VAN Poo te, Dr. G. M. 
Mittendorf, A Manual on Diseases of the Eye and Ear 
Hitt, Dr. Rocers L. 
Mouritz, Path of the Destroyer 
American Medical Association 
Handbook of Nutrition 
New and Non Official Remedies 
Li, Dr. BENJAMIN 
Yearbooks of Dermatology 
ARNOLD, Dr. H. L. 
Annals of Internal Medicine. Life subscription. 
CraiG, Dr. A. L. 
Journal of Bone & Joint Surgery 
Hoso1, Dr. K. 
Journal of Heredity. 
Scientific Monthly 
Los Angeles County Medical Society— 
Numerous bound volumes 
Medical Group 
Am. J. Medical Science 
J]. Pediatrics 
Am. J. Diseases of Children 
Am. Heart Journal 
PLEADWELL, Dr. F. L. 
History of Medicine Bulletin 
Isis 
Naval Medical Bulletin 
Military Surgeon 
VAN Poo e, Dr. G. M. 
Ophthalmology journals—back numbers 
University of California—numerous bound volumes 


ACCESSIONS 


Coca, Asthma & Hay Fever in Theory & Practice 
Rackemann, Clinical Allergy 

Ranson, Anatomy of the Nervous System 

Schaub & Foley, Methods for Diagnostic Bacteriology 
Holmes, Bacterial & Rickettsial Infections 

Stieglitz, Geriatric Medicine 

Rivers, Viruses & Virus Diseases 

Ormsby & Montgomery, Diseases of the Skin 


MacKee, X-Rays & Radium in the Treatment of Diseases 
of Skin 


May - JUNE, 1944 


McLeod, Pathology of the Skin 

Sappington, Essentials of Industrial Health 
Sharr & Kreuz, Skeletal Fixation of Fractures 
Boyd, Textbook of Pathology 

Sollman, Pharmacology 

Brock, Injuries of Skull, Brain & Spinal Cord 
Freud, Basic Writings 

Stern, Mental Illness in the Family 

Cheney, Outlines for Psychiatric Examinations 
Fulton, Physiology of Nervous System 

Pohle, Clinical Roentgen Therapy 

Roesler, Clinical Roentgenology of Cardiovascular System 
Belding, Textbook of Clinical Pzrasitology 
Manson, Tropical Diseases 

Walters, Carcinoma of the Stomach 

Nesbit, Transurethral Prostatectomy 

Orr, Wounds & Fractures 

Trueta, Principles & Practice of War Surgery 
Mouritz, A Brief World History of Leprosy 
Directory of Medical Specialists 

American Journal of Roentgenology & Radium Therapy 
Current List of Medical Literature 


MISSING JOURNALS 


Binding of the following journals for the library 
is being delayed for want of the following numbers. 
If anyone has these and is willing to give them up, he 
would be rendering the library a great service. 


American Journal of Psychiatry Journal of Urology 


1921 July-Dec. 1923 April 
1927 April, Nov. 1924 July 
1928 ag 1926 Jan. 
1931 Jan., July, Sept. Nov. 1927 Jan. 


1933 Jan., Mar., May 
1934 Jan., Mar., May, Sept., 


Nov. 
1937 May, July, Sept., Nov. 
1939 Jan. 
1940 May, Sept., Nov. 
1941 Jan.-June 


1928 Jan., Oct. 

1929 Jan., Feb., July, Oct. 

1930 Aug.-Dec. 

1931 July-Nov. 

1932 = Apr., June, Sept.- 
iV 


ov. 
1933 Feb.-June 
1937 Feb.-June 


American Journal of Clinical 1940 Feb., Mar., May, June 


Pathology 
1937 Nov. American Journal of 
Ophthalmology 
pt. 
1924 June 
gr Journal of Cancer 1925 All 
932 ov. 
A 1936 Jan., Aug. 
American Heart Journal 1938 Feb.. May, Aug.-Dec. 


1934 All butJune 

1935 All but Feb. & Aug. 
British Journal of Ophthalmology 

1926 June, Sept., Dec. 


American Journal of Obstetrics 
& Gynecology 
1917 All but May 


1927 1918 May-Dec. 

1919 Jan.-Oct. 

1930 Dec. 1931 Mar. 
British Journal of Surgery Archives of Internal Medicine 

1934 July-Dec. 1909 Jan.-June 

1940 Aug. 1932 Feb.-May, July-Sept., Dec. 

1933 Jan.-Mar., June, July, Nov. 

Lancet 


1934 Jan., Feb., Apr., July, 


1897 Jan., April Sept., > 
1935 a Mar., May, July, 


1898 Feb. 5, July 16 


1899 June 24, July 1 ug., Nov. 
1930 July 5 1940 Feb., Aug., Nov. 
1933 May 27 1941 Jan.-Nov. 
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